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sulphonamides 
are better than one 


— especially when the sulphonamides are three of the 

most potent in common use—sulphathiazole, 

sulphadiazine and sulphamerazine. 

These drugs rarely cause such side-effects as nausea, 

haemolytic anaemia, cyanosis or acidosis. The greatest 

handicap to their use separately however has been the 

danger of crystal deposition in the urinary tract. Combined 

together, as in ‘Sulphatriad ', the risk of crystalluria is 

greatly reduced, for the solubility of any one sulphonamide 

is independent of that of the others in solution whereas the Relative potency of 
various sulphonamides 

bacteriostatic activities of the three are additive. (Sulphenitemide coefficient) 

* Sulphatriad ' is the sulphonamide preparation of choice 


*‘SULPHATRIAD’ 
for greater clinical safety plus the advantages of more peusatiog es} SGnm. 


tablets and as a sus- 


rapid absorption, better tissue distribution and faster 
Pension. 


therapeutic effect. 


AN M&B brand MEDICALPRODUCT I , Detailed 
® SULPHATRIAD orevare 
trede mark rend 


available 


Pres, COMPOUND SULPHONAMIDES on request. 


MAY & BASER LTD for sulphonamide mixture therapy at its best MA1008 
distributors 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 


For contents of this issue see overleof 











Vaschihe 


hAYLENE 


for Indiscretions of Diet, 
Diarrhoea, Food Poisoning, 
Acute Colitis, and in all 
conditions due to toxic 
absorption from the bowel. 


hAYLENE-OL 


for Intestinal Stasis, 
Toxaemia, Chronic Colitis 
and Spastic Constipation. 


MAGSORBENT 


Powder and Tablets for 

Gastric and Duodenal Ulcer, 

Hyperchlorhydria and Acid 
Fermentation. 


Samples and descriptive literature on request. 


fun 


KAYILENE (a "j LIMITED 


Fat eis 
WATERLOO ROAD, LONDON, N.W.2 


Sole Distributors : ADSORBENTS, LTD. 
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“SANESCOI 
Va a a 4 
presenting Kaolin, Belladonna Extr. with Vitamins B,, B,, 
Nicotinamide and Vitamin C, for the conservative treatment 


of Colonicinfection, i.e. Mucous Colitis, Ulcerative Colitis, etc 


Sor ples available to Med Practitioners request 


H.R. NAPP LIMITED, 3 & 4, CLEMENTS INN, LONDON, W.C.2 
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CON TENTS —continued 

PYREXIA OF UNCERTAIN ORIGIN AND PSYCHOGENIC FEVER 

By John S. Richardson, M.V.O., M.D., FRCP 
Physcian, St. Thomas's Hospital 


uaz ScoTTisH AiR AMBULANCE SERVICE 
By John Smith, O.B.F., T.D.. M.B., B.Chair 
Medical Officer, Department of Health for Scotland 


THe FRIENDS OF KELLING 
By G. 1. Davies, M.D., D.PH 


Physician Superintendent, Kelling Sanatorium, Holt, Norfolk 


CURRENT “THERAPEL PHROMBOSIS 


rics I 
By J. Erik Jorpes, M.D 
Pre fessor of Ii chemistr Kar ‘in ka In fifutel fod 
REVISION CORNER 


The Clinical Use of Progesterone. By P. M. F. Bishop, D.M., M.R.C.P 
Endocrinologist, Guy's Hospital, and Chelsea Hospital for Women; Sentor 
Lecturer in Endocrinology, Department of Obstetrics and Gynacology, Post 
graduate Medical School, London; Semor Lecturer in Applied Physiology, 
Guy's Hospital Medical School 


Deodorant Dressings. By Ronald W. Raven, OBE. F.R.C.S 
Westminster (Gordon) Hospital, and the Royal Cancer Hospital 


NOTES AND (QUERIES 
PRACTICAL NOTES 
REVIEWS OF BoOoKs 
NOTES AND PREPARATIONS 
Firry Years Aco 


For EpIroRIAL AND PUBLISHING ANN 











JUDY'S IN 
TROUBLE 
AT SCHOOL 


“She's at a difficult age under 
any conditions . . but these 
days with fresh food dear and 
diet so dull, so many demands 
on her young body and develop- 
ing mind ...no wonder she’s 
run down. Looks like another 
case of Vitamin deficiency”. 


ch AMRER Capsule contair Ad 

tamin A wn 

ta ob “ 

ita ot 

h BLACK Capsule cont § | ] F 
ta By i 


combination of Minerals la Ky (Ribotlavir 

with the Vitamins ‘ k CAPSULES — 
SUPAVITE is importan a =: a 

they act together to give the 

fullest nutritional benefits, 


The Angier Chemical Company Ltd. Clerkenwell Road, London, 











ANNOUNCEMENTS 

















te These are no contra-indications to Intradex. It can be 
used as a complete replacement for plasma, and as 


a first-aid measure prior to infusion of whole blood. 


t 
GLAXO LABORATCRIES LTD., GREENFORD, MIDDLESEX BYRon 3434 \~ 











THE MEDICAL CLINICS 
OF NORTH AMERICA 











THE SURGICAL CLINICS 
OF NORTH AMERICA 











SYMPOSIA FOR 1953 





GASTROINTESTINAL 
DISEASES 

March NERVOUS & MENTAL 
DISEASES 

May PROLONGED ILLNESS 

July BEDSIDE MANAGEMENT 

September SPECIFIC METHODS OF 
TREATMENT 

November CARDIOVASCULAR 

DISEASES 


January 





GYNECOLOGY & 
OBSTF1RICS 

April SURGERY OF CANCER 

June SURGICAL LESIONS OF THE 
NECK & UPPER 
MEDIASTINUM 

VASCULAR SURGERY 

TRAUMATIC SURGERY 

October MINOR SURGERY 

December ORTHOPEDIC SURGERY 


February 


August 


These CLINICS offer POSTGRADUATE STUDY in its most convenient form 
They present the NEW THINGS in Medicine and Surgery, while they are STILL NEW 


One year’s supply of 6 consecutive numbers £5 (cloth covers) or £4 5s. (paper covers) 





OPHTHALMIC PATHOLOGY 
An Atlas and Textbook 
Published under joint sponsorship of 
American Academy of Ophthalmology & 
Armed Forces Institute of Pathology. 489 
pages, cclx plates. 90s. 


DISEASES OF METABOLISM 
Edited by GARFIELD G. DUNCAN, ™_.D., 
Professor of Medicine, Jefferson Medical 
College. New (3rd) edition. 1,179 pages, 
illustrated. 75s. 


ELECTROCARDIOGRAPHY IN 
PRACTICE 
By ASHTON GRAYBIEL, M.D., PAJL 
WHITE, M.D., LOUISE WHEELER, M.D., 
CONGER WILLIAMS, M.D. New (3rd) 


STANDARD VALUES IN BLOOD 


Edited by ERRETT C. ALBRITTON, ™_.D., 
Professor of Physiology, George Washington 


University. 199 pages. 22s. 6d. 


PRACTICAL DERMATOLOGY 


By GEORGE M. LEWIS, M.D., Professor of 
Dermatology, Cornell University 328 


pages, 99 figures 37s. 6d. 


SPECIALITIES IN GENERAL 
PRACTICE 


By RUSSELL L. CECIL, M.D., Professor of 


Medicine, Cornell University. 818 pages, 


edition. 378 pages, 294 figures 50s. 470 illustrations 75s. 


(Prices quoted are special ones which apply only to United Kingdom and Eire) 





W. B. SAUNDERS COMPANY LTD., 7 Grape Street, London, W.C.2 
SATE ROGGE NA RA EES, | TEMBER EI 
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~--~--~ Books: New and Valuable 


New Edition 


Just Ready 


MEDICINE : Essentials for Practitioners and Students 


By G. E. BEAUMONT, D.M 
Sixth Edition 


F.R.C.P., Physician, The Middlesex Hospital 
69 illustrations 


37s. 6d. 


Just Ready 


RECENT ADVANCES IN ANAES- 
THESIA AND ANALGESIA 
By C. LANGTON HEWER, MB 
FFAR.C.S., Senior Anaesthetist 
Hospital, London. Seventh Edition. 179 


MA.CFP 
St. Bartholomew's 
strations 


30s 


| Just Ready 


RECENT ADVANCES IN 

OBSTETRICS AND GYNAECOLOGY 
By A. W. BOURNE, 8B FRCS, FRCOG 
Consulting Gynaecologist, St. Mary's Hospital, and 
LESLIE WILLIAMS, MD FRCS FRCOG 
Gynaecologist, St. Mary's Hospital Eighth Edition 


92 illustrations 27s. 6d 


| 
| 
| 


Ready next month 


New (Sixth) Edition 


RECENT ADVANCES IN PATHOLOGY 
Edited by GEOFFREY HADFIELD, M.D., F.R.C.P., 
Sir William Collins Professor of Pathology, Royal College of Surgeons of England 


86 illustration: 


Ready shortly 


HISTOCHEMISTRY: Theoretical and 
Applied 
By A. G. E 
Histochemistry 
London 110 illustrations About $5s. 
THE SCIENCE AND PRACTICE OF 
SURGERY 
Ey W.H.C. ROMANIS. M.A 
FR.SAEdin.), and PHILIP H 
CBE. MOD.MS., ER.CS th) Editior 
Vol. |. General Surgery 20 plates and 402 text- 
figures 32s 
Vol. tl. Regional Surgery. 8 plates and 326 text 
figures 36s 
THE DIABETIC LIFE: Its Control by 
Diet and Insulin 
A Concise Practical Manual for Practi- 
tioners and Patients 
By R. D. LAWRENCE, MA. MD. FR< 
tenth Edi:tior 18 illustrations 
INTERNATIONAL HEALTH 
ORGANIZATIONS AND THEIR 
WORK 
By NEVILLE M. GOODMAN, MD FRCP 
D.P.H. 53 illustrations 35s 


PSYCHIATRY IN GENERAL 

PRACTICE 
By Cc. A. H 
M.B 

RECENT PROGRESS IN 

PSYCHIATRY, Vol. I! 
Special issue of The Jour 
Edited by G. W. T. H. FLEMING 
bound 


PEARSE, MI DCF 


Lecturer 


Postgraduate Medical School of 


M.B..M.Ch.FR.CS 
MITCHINER, CB 


Yew (N 


P. Four 
10s. 6d. 


WATTS 
12s. 6d 


WATTS. MI and BM 


ience 
Cloth 
50s. 


M.R« 


iLL Ph 


About 30s. 


Ready shortly 


| 
| THE NORMAL CHILD: Some Prob- 
lems of the First Three Years and their 
| Treatment 
| ILLINGWORTH. MD. FRCP. Pr 
| versity of Sheffield 64 illus 


wt 306. 


By RS ofessor 


of Child Health, Ur 
trations At 


Ciba Foundation Symposia 
| VISCERAL CIRCULATION 


2 illustrations 


LIVER DISEASE 


strations 


TOXAEMIAS OF PREGNANCY 
HUMAN AND VETERINARY 

93 sstrations 
FORENSIC MEDICINE 

By SIR SYDNEY SMITH, CBE.MD. FRCP. and 


F.S. FIDDES,O.8.£..M.0 173 itlus 
trations Ws 


Yinth Edit 


ESSENTIALS OF ORTHOPAEDICS 
By PHILIP WILES.M.S..FR.CS.FACS. 7 coloured 
sand 365 text-figures 45s 





plate 


| PEPTIC ULCER 
| By A. C. IVY, PhD, ME D+ 
GROSSMAN, PhD. MD. and " 
BACHRACH, PhD MD 210 tables and 137 
text-figures 96s 


j j 


j. & A. CHURCHILL LTD. 104 Gloucester Place, London, W.! 
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JUVENILE 
DELINQUENCY 


J. D. W. PEARCE 


M.A., M.D., F.R.C.P.Ed., D.P.M. 


NE of the most pressing of our social problems is that of 
juvenile delinquency. Dr. Pearce deals primarily with the 
medical aspects of the subject and his book will be warmly welcomed 
by doctors, magistrates and all social workers who come into contact 
with the young offender. 380 pages. Demy 8vo. 25s. net. 


CASSELL & CO., LTD. 
37 38 St. Andrew’s Hill, London, E.C.4 



































=—— Recently Published - 


ROSE & CARLESS? 





MANUAL of SURGERY 


Edited by SIR CECIL WAKELEY, Bt., K.B.E., CB. LL.D, MCh, 
D.Sc., P.R.C.S., F.R.S.E., F.R.S.A., FACS. 


This new edition has been completely revised and reset, and includes several hundred new 
illustrations, many of them in colour. All the recent advances in every branch of surgery 
have been thoroughly and systematically covered, and the inclusion of sections by specialist 
contributors ensures that the most up-to-date and practical information in every field is 
made available to the reader. Rose and Carless is now the most complete modern manual 
for students, practitioners, and all whe need to consult a general surgical textbook 


Pp. xx 1,562, with 18 coloured plates and | ,007 other illustration. In two volumes 
Postage 2s. 4d The set, 63s. 


EIGHTEENTH EDITION 

















BAILLIERE, TINDALL AND COX LTD. 
7-8 HENRIETTA STREET, LONDON, W.C.2 
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Important Dullditinh >> 


ANATOMY OF THE AUTONOMIC NERVOUS SYSTEM 


By G. A. G 


370 pages 


“ The book may be used either as a source of reference 


omical relation; it will be valuable both to anatomists a 


Foreword by 


Sir James Learmonth 
DISEASES OF THE NERVOUS 
SYSTEM Described for Practitioners and 
Students 

Seventh Edition. By F. M. R 
M.D., D.Sc., F.R.C.P.(Lond.), | 
63 illustrations 248 


int of the 


WALSIIE, 
R.S 383 
pages 
ains an unrivalled acco 


neurological 


* This ren 
best approach to a case and 
description of the more common neurological 


disorders.”’—The Lancet 


FOOD AND NUTRITION 
Second Edition By E. W. H 
SHANK, M.D.(Aberd.), D.Sc.(Lond 
(Camb.), M.R.C.P., F.R.S.1 

455 pages g2 illustrations 308 
* One of the best introductions to 


nt both of its reliability 


CRUICK 
Ph.D 


the study 
of nutrition, on accou 


ind its readabilit ] Practitioner 


MEDICAL BOTANY 

4 Handbook for Medical Men and all who 
ure concerned in the use of plants ; Nutri 
Dict cists and Veterin 
arians By NELSON 
B.Sc., Ph.D 
$4 pp 29 lhu trat 


* (Contains a \ 


ins, Phar 
ALEXANDER 
D.Se., F.R.SI 


tionists 


on CONCISCILY 


and =readal rid Crof 


THE QUIET ART 


A Doctor's Anthology 
By ROBERT COOP! M.D Ks PR 


CY 
294 pag 
WILLIAM 
Midwifery 
By Prot r R \ ane ON:, Ca 
M.D. it LD, PRA , PROOG 


SMELLII The Master of British 


MI 


LORD LISTER: His Life and Doctrine 
By DOLGI 5 « HRI M.D., F.R.CS 


a4 





MITCHELL, O.B.1 


131 illustrations (many in colour $$5 


-some popular titles for leisure reading —— 


THE PHYSICIAN 
and Action 

K 1d 
MD.LLD 


r.D., M.B., Ch.M., D.Sc 


c halt-torgotten ana 


I-xtract 


or to verity son 


nd to practising surycons : 


THE SURGERY OF PANCREATIC 
NEOPLASMS 
By RODNEY 


S pawcs iit iu 


SMITH M.S 


trations 


* "The purpose of this study ts to 
the present position of the surgery of pan 
’ 


creatic neoplasms, a comparatively recent 
branch of abdominal surgery belonging very 
yencral I xtract 


properly to the surgeon 


trom Pretace 
PROSTATECTOMY : 
Management 
By Charles WELLS, F.R.C.S 


112 pages 72 illustrations 248 


A Method and Its 


“ Protessor Wells is to be congratulated on 
having produced such a notable contribution 
to the problem of the treatment of prostatk 
disease.”’——The Practitioner 

THE PRINCIPLES AND PRACTICE 
OF MEDICINE A Textbook for Students 
and Doctors 

By Protessor L. S. P. DAVIDSON, B.A., 
M.D., F.R.C.P., and the Staff of the Depart 
Medicine and 


University of 


ment of Associated Clinical 


L nits, 


32 pages 


E-dinburgt 
$7 tllustrations 328. 6d 


- I he teaching is sound As an adjunct toa 


tic course of lectures this book can be 


lhe Pract ner 


syste 


thoroughly recommended 


As Man of Letters, Science 
us A 


KIRK \ L b MON 


THE LIFb 


hy P ( 


AND WORK OF ASTLEY COOPER 
BROCK, M.S. F.RA PAS . 
tr 


JOHN HUNTER 
By § 


ROODHOLSE GLOYNI 


4 pay 








- 








rTHE PRACTITIONER 





LLOYD-LUKE (MEDICAL BOOKS) LTD. 
OUR resolution for 1953 


To maintain a first-class service for those 
doctors who wish to order books by post 
Monthly book list sent on request 


49, Newman Street, London, W.1 * Telephone: Langham 4255 
(opposite Middlesex Hospital) 


The bookshop for the doctor 














Tried and True - / et 


4 , 
‘yao 
, 


W Made trom the tinest Shethield stee!, Swaan-Mortoa 
surgical blades are individually tested for keenness 
and flawlessness—then sterilised and coated with 

pure Vaseline to reach the surgeon's hands 

in perfect condition. Handles are of stain- 

less metal, precisely machined to en- 

sure that blades fit accurately and 

rigidly. There are eleven types 

of blade, as illustrated, 


7 
ed 
P ” 


and three types of 
handle. 


Swann- Morten 


W.R. SWANN & CO. LTD - PENN WORKS - SHEFFIELD - ENGLAND 





Newly Recognized Palatable Source 
of Potassium * THE NEGLECTED MINERAL 


Valentine's Meat Juice, with its high content of soluble potassium salts 
(equivalent to 74-97 mg. KCI per cc.) together with other inorganic 
salts, meat bases and small amounts of soluble proteins is a valuable 
dietary supplement, furnishing practical amounts of potassium in 
palatable form. 


VALENTINE COMPANY, INC., RICHMOND, VA. 


WD VALENTINE’S MEAT JulcE 
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OXFORD MEDICAL PUBLICATIONS 
THE CLINICAL APPLICATION OF 
ANTIBIOTICS: PENICILLIN 
by M. E. FLOREY, M.D. 


Fror rhe Sir Uillian Dunn School of Pati 
Properties of Clinical Importance and 


General Consideration of Results Treatment Adminis 
tration. The Treatment of Diseases due to Specific Organisms. Gonorrhera, Chan 
croid, Granuloma Inguinale, and Lymphogranuloma Venereum— Syphilis—Ha 
molytic Streptococcal (Group A) Infections and Conditions Commonly Associated 
sith them —Infections due to other Organisms of Varying Susceptibility — Tropical and 
Rarer Non-Bacterial Infections The Treatment of Diseases considered by Systems 
Endocarditis and Infections of the Arteries Soft Tissue Infections Burns, and 
Infections of the Hands~— Infections of Bones and Joints— Infections of the Central 
Nervous Systen Infections within the Thorax —Otolarvngological Infections and 
Oral Seps: Infections of the Eye — Diseases of the Skin--Infections of the Genito 
Urinary Tract--Infections within the Abdomen Obstetric and Gynaecological 
Infancy Conditions associated with Disturbances of the 
Subject Index. Author Index 


General Considerations 


Content nelude 
f Conditions Complicating 


Conditions — Infections in 
Blood —Battle Casualties. Bibliography 
744 pages 222 illustrations 98 tables 84s. net 


OXFORD UNIVERSITY PRESS 




















H. K. LEWIS’S PUBLICATIONS 


Ready this month — Super Royal 8vo. with 532 illustrations in 328 figures 
£6 Os. Od. net 
THE MANAGEMENT OF ABDOMINAL OPERATIONS 
Edited by RODNEY MAINGOT, F.R.C.S. Eng., with 32 contributors 





DISEASES OF THE EAR, NOSE AND X-RAY SIEVE THERAPY. A CON. 
THROAT NECTIVE TISSUE PROBLEM 
By J. DOUGLAS McLAGGAN, C.V.O By B. JOLLES, MD. DOMRE, DMR 
FR.C.S and OSEPHINE COLLIER with Illustrations. Demy Bvo. 25s. net 
F.R.C.S Se d Edit —~y With 149 illus postage lid Just published 


trations. Demy 8vo. 37s. 6d. net; postage 


lid THE PRINCIPLES AND PRACTICE 


A TEXTBOOK ON THE NURSING OF RECTAL SURGERY 

AND DISEASES OF SICK CHILDREN. By W. B. GABRIEL. MS. (Lond). FRCS 

For Nurses (Ene). Fourth Edicies Fhevanatiy oe 
By various authors. Ed 
MONCRIEFF, MC B.S 
Edition. With 16! str 
37s. 6d. net; postage 


by ALAN A vised with |! Coloured Plates and 278 
RCP Fifth other Iiustrations (some ww Colour) 
s. Demy 8vo Royal Bvo 45%. net 


te 


ENGLISH ~. FRENCH, FR - 
APPROVED LABORATORY TECHNIC ENGLISH DICTIONARY ae ne 
By |. A. KOLMER, MC EH. SPAULD sed in all branches of Medicine and Allied 
ING, Ph.D., and H. W. ROBINSON. Ph.D Sciences By P. LEPINE, Director of the 
Fifth Edition. 403 Illustrations, 28 in Colour Pasteur Institute. Large Bvo with coloured 


Royal 8vo. 90s. net plates and tables 63s. net 


LONDON: H. K. LEWIS & Co. itd., 136, Gower Street, W.C.! 
Telephone EUSton 4282 (7 lines) 
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To Lessen the Fear of Mutilation.... 
Arrange for Prosthesis before Mastectomy 


The psychological hazards of mastectomy are generally recognised. A woman's fear 
of mutilation—of its effect on her appearance—is often as great as her fear of surgery 
itself. That is why arranging for the correct prosthetic replacement before surgery 
helps to minimize the psychic trauma —enabling the patient to face the adjustment 
period with more calm and assurance 


The surgeon can prescribe Spencer Mastectomy Supports with complete confidence 
that they will meet both the medical and cosmetic indications. The reason: Each 
Spencer Breast Support and Breast Form is individually designed, cut, and made 
for each patient. 


Wherever support is indicated for breasts, back, abdomen—for women, men, children 
you will find Spencer demonstrably superior. 


For further information write to: 
SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Tel. 2265 
Branch Offices and Fitting Centres 
MANCHESTER : 38a King Street, 2 Tel. : BLAckfriars 9075 
LIVERPOOL : 79 Church Street, 1 : Royal 4021 
LEEDS : Victoria Buildings, Park Cross Street, 1 : Leeds 330821 
(Opposite Town Hall Steps) 

BRISTOL : 44a Queen's Road, 8 Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 .: Central 3232 
EDINBURGH : Wa George Street 2 : Edinburgh 25693 

APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 

Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
Copyright supplied on request 
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Carter's of Coleford, makers of Ribena Blackcurrant Juice, 
announce a new Vitamin C syrup —Rosena— which has been 


especially prepared for children from two weeks to ten years old 


It is a balanced blend of pure 
orange juice and rose hip ex 


tract. The well-known health 


ROSE HIP & ORANGE. "sso poin acho 


combined for the first time 


WITH EXTRA GLUCOSE 


rose hip has been used to stabilise the orange juice at an acidity which makes it 


The soft, pleasant flavour of the 


most pleasant and acceptable to children of all ages. It does not cause stomach or 
bowel trouble. By reason of its high vitamin content (not less than 56 mgms. of 
Vitamin C per fluid oz.) Rosena is equal in Vitamin C activity to Ministry of Food 
Orange Juice and National Rose Hip Syrup. It also contains three natural 


R na sugars which are nutritionally valuable These comprise glucose fruit sugar and 
ose 


les aa cane sugar. In addition, a further 10 per cent. of pure glucose has been added 
T HIP 4 ORA 








2/10 bottle Available through chemists only 


LASTS BABY A WHOLE MONTH 


WM rite for free ample ind coy of amin C in Infant Therap) 


CARTER’S OF COLEFORD - DEPT. M2 - GLOUCESTERSHIRE 
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a © — 
ROTER 


TABLETS 


Roter Tablets will again be generally 
available from about the middle 
of January. 

We very much regret, however, that 
our allocation of imports is once 
more totally inadequate to meet 
requirements and it is likely that 


supplies will soon be exhausted. 


F.A.LR. LABORATORIES 


179 HEATH ROAD, TWICKENHAM, MIDDX 


Telephone. Popesgrove 2028 
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Enzypan 


The multivalent 
Digestive 


Enzyme Compound 


ENZYPAN re 


Norgine Pharmaceutical Products (London) Ltd 19 Manchester Square London WI 
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New Peptic Ulcer Treatment 
Comparable to Drip Therapy 











Whole milk and alkaline constituents combine 
to produce increased buffering action 


ULACIN TABLETS have been evolved 
to meet a very real need in the treat 
ment of gastric and duodenal ulcers 
All the literature on the treatment of 
peptic ulcers emphasizes the proven value of 
diminishing the acidity of the gastric juice 
Many large and otherwise intractable ulcers 
can be healed by a continuous, intra-gastric 
drip of milk or alkali 
Drip therapy is, however, not always avail 
able or practicable to use in many instance 
Nulacin offers a satisfactory alternative 


CONTINUOUS NEUTRALIZATION 
NULACIN TABLETS, allowed to dissolve 


slowly in the mouth, have been shown clini 
cally to provide a continuous neutralization 
comparable with that of drip therapy 
(B.M.J., 1952, 2, 180.) 

NULACIN TABLETS contain nutrient in 
a most acceptable form to the peptic ulcer 
patient. They obviate the necessity of taking 
frequent feeds, and so lessen the tendency to 
obesity in those following a dietary regime of 
food at frequent intervals 

During ulcer activity the suggested dosage 
is 3 tablets to be sucked each hour, and for 
follow-up treatment 2 tablets should be sucked 
between meals, beginning half an hour after 
a meal 

The tablet is of a suitable size. and of a 
consistency and hardness, so that, when it 
is sucked, the result ts a constant and pro 
longed neutralization of the gastric juice 

NULACIN TABLETS during extensive 
clinical tests proved to be extremely palatable 
and particularly acceptable to patients 3 ntine 

The patient shouls. be instructed to place 
the tablet between the gum of the upper 
jaw and the cheek. Here it will be comfort 


able, and slowly dissolve. The efficacy of the Y 
tablet is greatly diminished if it is chewed and 
swallowed 4 


Ni CIN TABLETS are not advertised é 
— -¢ pede een HORLICKS LIMITED 
to the public. There is no B.P. equivalent to 
this tablet Pharmaceutical Division 


NULACIN TABLETS are available in SLOUGH BUCKS 


dispensing units of 25, free of Purchase Tax 
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Now available .. . 


‘DISTAVONE’ 


Procaine Penicillin G 
Potassium Penicillin G 


Uihydrostreptomycin Sulphate 
A mixed antibiotic preparation with 
special applications 


Not intreque ntly, cases of advanced infection or of mixed 
infection require immediat treatment and to awalt 
proper bacte riologk il examination may be quite impractice 
able or inadvisable. In such cases, and also in prophylaxis 
in certain Operative procedurs Ss, it i often the practice 
to administer separate injections of penicillin and dihydro- 
streptomycin. Moreover, where the causative organisms, 
because they are deep-seated, cannot be readily identified, 
a mixture of these two antibiotics is often used 


For convenience in such circumstances, * Distavone, 
consisting of a balanced mixture of penicillin and 


dihydrostreptomy: mma rhily purified form, has been 


made availabk 


Each single-dose injection-type vial contains 300,000 
units procaine penicillin G, 100,000 units potassium 
penicillin G and 500,000 units (equivalent w 0.5 
gramme pure base) dihydrostreptomycin sulphate. 
Boxes of 5 vials 





Distributed by 

ALLEN & HANBURYS LTD 

BRITISH DRUG HOUSES LTD 

BURROUGHS WELLCOME & CO 

EVANS MEDICAL SUPPLIES LTD 

PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


Manufactured by 


the trade mark ‘ Distavone’ 


(BIOCHEMICALS) LIMITED 


LIVERPOOL 
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solubility curve of 
Urolucosil* reaches a maxi- 


mum of 98°,, at pH 7. The 
product is consequently ideal for treatment of B.coli 


The 


infections of the urinary tract. In such conditions high 
urinary concentration is essential: during U rolucosil 
therapy, therefore, only the minimum amount of fluid 
should be taken. This would appear to be directly con- 
trary to normal practice with sulphonamides, but the 
high solubility combined with a low percentage of 
acetyl derivatives in Urolucosil ensures that a dose so 
small as 0-1G. Urolucosil four-hourly will give a urinary 
concentration as high as 20 mg. per 100 e.c.—a 
concentration more than adequate for sterilization of 
the urine. The smallness of the dose and the low 
acetylation rate combine with the high solubility to 
make the risk of side-effects negligible with Urolucosil. 


Each tablet contains 0 1¢ 


sulphanilamido- 
>-methyl-1 -thio-3 


ates Urolucosil 


bottles of 25 OIG. toblets 
ets. Port 1.. $4. SAV 
ect to purcho 


O1G. tot 
t sub 


te tox 








NO WAKNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


Ulcam WA R N Eb R and ©. Lid. Cower QRoad,Lomaon w F, 
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PROTEIN DEFICIENCY AND THE VALUE OF 


BROCKHAM 
HIGH PROTEIN FOOD 


Brockham High Protein Food added to the diet 
provides the extra protein needed by so many patients, 
This extremely valuable nutritional 

supplement contains over 21 

of first class protein all derived 

from rich unspoiled sources, to- 

gether with the “‘trace”’ elements 

and B-Complex Vitamins of the 

constituents, rhe health-giving 

properties of Brockham High 

Protein Food are enhanced when 

they are combined in this con- \ 


centrated form. 





BROCKHAM -rorcin FOOD 


ts a concentrate of 


% POWDERED BREWERS YEAST 
% YOGHOURTED SKIM MILK 
%* MOLASSES 
%* WHEAT GERM 


In addition to first class Protein, Brockham 
Food contains B-Complex Vitamins and “trace” a ; 
f We shall be glad to send you a 


elements from unspoiled natural sources. 
sample packet on request. 








Obtainable from all Chemists and Health Food Stores everywhere. 3 - and § 6 


BROCKHAM FOOD LABORATORIES LTD., ACTON LANE, LONDON, N.W.10 
MIY 
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THE 
TREATMENT 
OF 
DYSPEPSIA 


In order to relieve symptoms and correct the pathological state, 
it is essential to neutralise the gastric acidity. THE LANCET, 
1949, V. 1, p. 859 states: 

In non ulcerative conditions the optimum pH is 2 


In active ulceration the optimum pH is 4. 


Bismuth Carbonate 
will attain either optimum by careful adjustment of the dose. 


In non-ulcerative “indigestion” 5-10 grammes 3 
times daily is recommended. 
In active ulceration 10-30 grammes 3-4 times dail) 
is recommended, 
There is no danger of toxic effects with this massive dosage and 


bismuth carbonate is therefore 


The Best and Safest Antacid 


It is equally important that the gastric mucosa should be con- 
stantly protected from trauma, as well as HCI and there is clinical 
and radiological evidence to show that bismuth carbonate provides 
the necessary 


Protective Coating 


The above properties of bismuth carbonate together with its 
sedative influence on gastric motility ensure 


Early Symptomatic Relief 


and 


Rapid Healing of the Mucosa 


5 
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po 


THE CLINICAL EVIDENCE 


of the efficacy of massive dosage therapy with 
Bismuth Carbonate 


JO 80 























The above chart represents a summary of clinical trials carried out by Kemp in 
Denmark, covering almost 400 cases followed up for from 2-16 years 


* * * 
Extract from MEDICINE ILLUSTRATED Febuary 1952 
**.. We have used bismuth subcarbonate in 66.66 °, of the medically 
treated cases in this series... . Bismuth subcarbonate takes pride 
of place in modern treatment of ulcerative conditions of the 
stomach and duodenum.” 

* * * 
Extract from Preliminary Report by a London physician (Sept. 1952) 
‘** During the past 2 years bismuth carbonate has been prescribed 
for cases of peptic ulcer. The results have been remarkable, far 
better than those obtained with methods previously employed. 
The recurrence rate has been extremely low and as over 90°, of 
cases have remained ambulant and at their employment, the overall 
cost of treatment has been small.” 

o * * 


Illustrated literature on bismuth therapy and free samples of bismuth 
carbonate will be gladly despatched on request to 


BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD. 
376 Strand, London, W.C.2 
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ONLY 
ONE 
TABLET 


Many of the failures of orthodox medical therapy can 
be ascribed to inadequate dosage 


Using traditional antacids such as oxides and carbonates involves 
the hazards of alkalosis, quite apart from other effects such as 
evolution of Co, (with flatulence) or secondary acid rebound. Simple 
aluminium hydroxide therapy provokes intractable constipation. 

Each Ventralkia tablet contains a balanced antacid base, free 
from these disadvantages yet capable of neutralising over } litre 
N HCl, so that three tablets daily can buffer the entire gastric output. 

Being pleasantly flavoured and disintegrating easily Ventralkia 
may be sucked or chewed. 

These are not the only advantages, for different types incorporate 
medicaments of proved value in the same tablet. Thus in the acute 
Stage, effective sedation is secured with Ventralkia A which also 
diminishes gastric secretion and motility by antivagal action con- 
tinued in Ventralkia B. 

Consequently, effective treatment is simplified, it merely being 
necessary to prescribe A, B & C in weekly succession, providing 
complete treatment in a single tablet. Furthermore, as all tablets 
appear identical (there is no literature in the packages or markings 
on the tablets) the patient is unaware of changes, enhancing the 
treatment yet avoiding the difficulties and dangers of simple sedative 
therapy. 

Ventralkia is not available to the public, being only supplied in 
approved dispensing packs of 21 tablets for prescription on EC1O 
forms. 

FORMULA 
@ Ventralkia A: Phenobarbitone 60 mg. Atropine Sulph. 0.6 mg. Base as ¢ 
@ Ventralkia B: Atropine Sulph. 0.6 mg. Base as C 


@ Ventralkia C: Base only Alumin. Hydroxide, Magnesium Hydroxide, 
Mag. Trisilicate; 0.6 g. of each 





N.B To meet the requirements of some doctors Ventralkia D is available 
identical with A but only containing phenobarbitone 30 mgms 


Full literature and samples on request from 


FORSTERS (Pharmaceuticals) Ltd. 


124 Westgate Road, Newcastle-on-Tyne, 1. 
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Bronchitis 
Winter Cough and 


Sequel 


There is a vast amount of evidence of the most 
positive character proving the eflicacy of Angier’s 
in sub-acute and chronic bronchitis. It not only 
relieves the cough, facilitates expectoration, and 
allays inflammation, but it likewise improves 
nutrition and effectually overcomes the constitu- 
tional debility so frequently associated with these 
cases. Bronchial patients are nearly always pleased 
with Angier’s and often Comment upon its sooth- 
ing, “comforting” effects. The unique soothing 
properties of Angier’s, its favourable influence 
upon assimilation and nutrition, and its general 
tonic effects, make it eminently useful both during 
and after influenza. It has a well-established 
reputation for efficiency in relieving the trouble- 
some laryngeal or tracheal cough, correcting the 
vastro-internal sy miptoms and combating the ner- 


vous depression and debility. 


Angier’s Emulsion 
v 


MPANY LIMITED, 86, CLERKENWELL ROAD, LONDON, EO! 
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“POLLERGEN” cone 


A COMBINED 
POLLEN EXTRACT 

Indicated in 

@ SEASONAL HAY FEVER 

@ CORYZAL ASTHMA 


Researches in Allergy have clearly 
demonstrated that more success 
is to be achieved by treatment 
with a combined pollen extract 
than with simple extracts of 
pollen such as Timothy Grass 
Pollergen is a combined extract 
of those pollens which have 
proved to be most frequently 
responsible for the onset of Hay 
Fever and Hay Asthma, and treatment should be commenced early in the year so as 
to ensure that maximum dosage is attained before the Pollen Cloud is at its height. 


Literature and prices on application 


DUNCAN, FLOCKHART «C0. LTD, 


EDINBURGH LONDON 








An effective alternative to the barbiturates 


‘OBLIVON’ 


3-methyl-pentyne-ol-3 


FOR THE RAPID INDUCTION OF 
SLEEP WITHOUT ‘s*HANGOVER’ 


FULL LITERATURE AND SAMPLES AVAILABLE ON REQUEST 
British Schering Limited 


Kensington High Street, London, W.8 
Tel WEStern 8111 








ANNOUNCEMENTS 





CIMLAC Gravitational Ulcers and Burns 


GAUZE * COMPOUND AMINACRINE TULLE 


For the routine treatment of burt wounds In the treatment of chronic varicose ulcers 
and varicose ulcers CIMLAC GAUZE is and pressure sores CIMLAC GAUZE 
becoming recognised as a 1 t rakes a valuable contribution to healing 


' ar » conpuncuon with supportive mea- 


rapidly 
effective a ptic and healing agent. t 
ntrol of local pathoger Wections ure ulcers which have resisted other 
Gram-positive r Gran | forms of therapy have healed with remark- 
CIMLAC GAUL ZI able rapidity 
al alternative to the FORMULA. Aminacrin. Hydrochlor. 0.t% 
Prescribe more exp e sulpha drugs and a Hexylresorcin 0.1% 
CIMLAC ) cs id as in the case of these in a steri d els gelatin base 
GAUZE dr encourage the development « PRESCRIPTION PACK Carton contaie 
by name sistant pathogens ing 10 pieces 34° x 3° 


Conforming to the specification for Compound Aminacrine 


Tulle of the Drug Tariff published by the Ministry of Health 
Literature availabl m request from the Medical Department: 


CALMIC LIMITED - CREWE HALL CREWE ~~ Telephone Crewe 3251-5 





Clinical Comments* 


“On the basis of experience cited . . . since 1944, the 
following summary can be made regarding the organo- 
therapy of gastric and duodenal ulcer with Robaden 
preparations... 

The results of the Robaden out-patient treatment 
come near to those of an in-patient rest and diet cure. 
Chronic indurated ulcers ... often react favourably 
to protracted Robaden treatment. Robaden is also 
indicated in cases of gastroduodentitis.” 


* Swiss Medical Weekly, 81, No. 7, §1. 


A full abstract of the paper referred to, and other pub- 
lished literature on Robaden therapy of peptic ulcer, 
will gladly be sent on request to:— 


ROBAPHARM LTD 
6 Henrietta Place, London, W.1 


Distributors in the United Kingdom 
and Eire 


Ward, Blenkinsop & Co. Ltd 
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Advertised and Introduced ONLY to the Medical Profession 


===, AGOCHOLINE 


GRANULES 


Cholagogue and cholecystokinetic properties, 
stimulating biliary secretion and drainage 


Indicated in 
Sub-acute and chronic Cholecystitis, 
Constipation of hepatic origin, Familial 
Cholemia, atony of the Gall-bladder. 


Doses to be taken 


in the morning only, before breakfast 


BENGUE & CO. LTD. 
Manufacturing Chemists 


2 ota > MOUNT PLEASANT, ALPERTON, WEMBLEY, Mddx. 





In the symptomatic treatment of 


~ WHOOPING-COUGH— 


SYRUP PERTUSSIS 
Ce7-N:7:V1 8) 


WILL CONTROL THE PAROXYSMS 


Syrup Pertussis (Gabail) ts additionally most effective 
in relieving chronic bronchitic coughs and obstinate 
tracheitis. Moreover, the medicameht’s action in con- 
trolling the paroxysms ts reinforced by its intrinsic gentle 
sedative properties to ensure proper rest when the cough 


is of nocturnal occurrence. 
®@ Syrup Pertussis has no side effects and 
can safely be given to patients of all ages 


Informative Literature anj Samples from the Distributors 


THE ANGLO-FRENCH DRUG CO. LTD. 
11-12 Guilford Street, London, W.C.| 
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STRAINS 
& A new approach to Vaso-Dilatation 
SPRAINS 


New powerful penetrative agent ensures 


subcutaneous penetration of histamine 


Ir has long been recognised that histamine, in dilating 


the capillaries, acts as a pain-reliever. In * Algipan’ the 


difficulty hitherto experienced in applying the drug to the 





subcutaneous layers without injection has now been over 





come The potent penetrative agent methyl nicotinate 
enables surface applications of histamine to reach the The penetrative, warming 
deeper tissues, where it promotes an increased flow of and pain-relieving proper 
; ties of * Algipan’ bring 
blood and relieves pain A comforting rubefacient ‘ 
rapid relief. *Algipan’ isa 
action 1s exerted by the glycol salicylate and capsicin. 
pleasant non-greasy, water- 


P 4 | - _ ; 3 soluble cream, and only very 
f _ | pa n gentle rubbing is needed 
® Trade Mark 


JOHN WYETH & BROTHER, LTD, CLIFTON HOUSPF, FUSTON ROAD, LONDON, NW. 


* The Trade Mark is the property of Laboratoires Mid Paris 


Vitamin B Deficiencies Associated with 
Gastro-intestinal Disorders 


A deficiency of the B vitamins has, in some cases, been found 
to occur after gastrectomy, and the routine administration of 
a source of the whole vitamin B complex, such as Marmite, 
has been suggested as a preventive measure. 

Signs of vitamin B deficiency have also been observed in 
patients whose gastric juice contained no free acid, and vitamin 
B therapy, including Marmite, has been found to improve the 
condition 

Marmite yeast extract is a useful dietary source of the B, 
vitamins ; in addition to riboflavin (1-5 mg. per oz.) and nico- 
tinic acid (16-5 mg. per oz.) it provides folic acid, pantothenic 
acid, pyridoxin, biotin, choline, inositol and p-aminobenzoic 
acid. 


MARMITE yeast extract 


Obtainable from Chemis:s and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C3 











XXVIII THE PRACTITIONER 


TA RB N ET Gastro-Duodenal Ulceration 


DIY DROVY AMINO-ACID AND ANTACID THERAPY 
ALCMIMIEM - AMINOACEEATI 

















presents a positive approach to the medical management of gastro- 
duodenal ulceration in providing dihydroxy aluminium aminoacetate 
The Medical 


Management The reaction of this new buffering agent under conditions of 


Gime gastric hyperacidity is threefold: 
Duodenal It rapidly neutralises excess acid bringing quick relief from pain. 


Ulceration A freshly precipitated colloidal gel is formed which protects the exposed 
gastric submucosa from the action of the digestive ferments. 


By slow hydrolysis the amino-acid, glycine, is released, which in addition 
to the free glycine in the formula assists in the promotion of healing. 


Ref. Med. World, Vol. LX XVII, Sept. 12, 1952 


“= rm FORMULA: Dihydroxy aluminium aminoacetate 250 mg 
TABNET Glycine ' ‘ ‘ . JBOme 


by name 
Available in bottles of 100 and 1,000 tablets 


Literature available on request from the Medical Department 


CALMIC LIMITED - CREWEHALL - CREWE ~~ Telephone Crewe 3251-5 


Laboratory Natvelle 


NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 
reliability and constant activity of NATIVELLE’S DIGITALINE. Litera- 
ture, charts and samples will gladly be forwarded on request. 

Supplied in the following stable forms:— 

TABLETS (PINK) 0.1 me 1/600 yr FTABLETS (WHITE) 0.25 me 1/240 gr 

AMPOULES for intramuscular and intravenous injection 0.20 meg 1/300 gr 
Digitaline Tablets now available in dispensing packs of 200, 


NATISEDINE NATIROSE DRAGEES 


Tablets of 0.10 g.m. of the Dragées of Nuroglycerine 
phenylethylbarbiturate of quinine Boxes of 40 


OUABAINE ARNAUD 


2.5 mgm., 1/24 gr. Bottles of 40. 
N: 1/100-S0 drops, 10 mg. Bottles of 10 c.< 
S: 1/120 gr.-0.50 mg. for intramuscular injection 
S: 1/240 gr.-0.25 mg. for intravenous injection 
Ampoules packed in boxes of 6 


IODHEMA 


Tablets and solutions 
All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt from Purchase Tax 


74-77 WHITE LION STREET 19 TEMPLE BAR 
LONDON, N.1 UBL 








TABLETS 
SOLUTIO 
AMPOULF 
AMPOULTI 








vyla 
75 iu.pergelucap Piivy Ds 


CARDIOVASCULAR-RENAL DISEASES 


Fach gelucap contains a concentrate of natural esters (d, alpha tocophery!l 
acetate) from vegetable oils, type VI, equivalent to 75 mg. dl, alpha toco- 
phery! acetate (i.e. 75 international units). 
VITA-E is the genuine natural Vitamin E used by the 
; i ca Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name. Physicians abroad are warned against using agy 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units as per standard of the League of Nations. VITA-E 
is manufactured in England and is available in all 
countries so substitutes should be avoided 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONB). 











THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: ** BIOGLAN TOLMERS"™ Phone: CUFFLEY 2137 Literature on request 





tu 40 years 
“EUPINAL” 


has been used successfully in the treatment of 


ASTHMA and CHRONIC BRONCHITIS 


and may be prescribed on N.H.S. Form E.C. 10 


“*Eupinal contains lodine and Caffein combined in a most elegant and 
effective form 
In chronic Bronchitis ‘*Eupinal” softens the tough accumulated mucus in 
the bronchial tubes and allows it to be more readily expectorated. In 
Asthma it possesses a more markedly soothing effect, lessening the frequency 
of attacks and reducing their severity and duration, and relieving breath- 
lessness. *‘ EUPINAL"’ contains no poison and is safe in use 


asm G 7 Aad alta 


OLDBURY - BIRMINGHAM 
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(NEBENTHE > 


Registered 


THE SAFEST AND BEST PREPARATION 
OF OPIUM 
; Nepenthe contains all the constituents of 
hom opium and has been prescribed for over 100 
3° VALOXYLIN years ic has been found by generations of 
, practitioners to be the best preparation of 
Trade Mark opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates It 
Whole liver extract can be given over a considerable period and 
the effect remains invariably constant 
reinforced with vitamin BI2 











Packed in 2-oz 4-oz., 8-oz. and i6-oz 
bottles, and for injection in }§-oz. rubber 
capped bottles, sterile, ready for use 
For the treatment of 


ocmmemnin | (PERRIS ) 


or without neurological! 








& Co., Ltd. 
BRISTOL 


those other types of Telephone Bristol 2138! 
Telegraphic Address FERRIS, BRISTOL 


manifestations and for 


macrocytic anaemia 





which also respond to 





liver therapy. For sprue 


and as a general tonic. QUIET 'N Wy 
y 2000 


Literature and prices Non-Allergic 
on reauest BEAUTY PRODUCTS 
equest. THE 





Aes 
Sai 
4 
BS 
Rye 


= 


Catheteyrn 
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Ras 


7m 
we 


MAKE-UP 


yee 
. 
eat 
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AN 
OXOID 
Queen Beauty pro. ¢ 
ducts form a 
PRODUCT complete range of 
toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants and are recommended by 
the Medical Profession. 


Obtainable from John Bell & Croyden, 50 Wigmore 
Street, W.1 and other Chemists. 


Write for booklet to 


Dept.) BOUTALLS CHEMISTS LTD. 


Thames House, London, E.C.4 Tel. CENtral 978! 0 Lambs Conduit Street, London, W.C.1 
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DALM AS ys 


FIVE “WAYSMOIST 
DALZOBAND 


BANDAGES 


ow ECs 


NOW prescrisasce 
—_ 


Based on the well-proved Dalmas formule containing zinc oxide 
glycerine etc. Each Dalzoband number indentifies a distinct medica 
tion additive specific to certain conditions. Write for descriptive 
pamphiet and for samples of Dalzoband 4 and 5, which should be of | 





Zinc Paste Bandage. 38.P.( 
Zinc Paste and Ichthammo! Bandage 
B 


Zinc Paste with Urethane and Ich- 
thammol Bandage 


Zinc Paste with Urethane and Cala- 
mine Bandage. 


Coal Tar and Zinc Paste Bandage. 








SONA ASTHMA TABLETS AND INHALANT 








catme 
i Ade 


-~ f od 








NON-ADHERENT SURGICAL DRESSINGS 
PETRONET IN 32° X 32° SQUARES 














WADE BY OALMAS LTD., LEICESTER & LONDON ESTO. 182) 





TO DOCTORS 


who have to advise mothers 


on baby feeding 
Seventeen ditlerent trained tood 
are prepared by Heinz tor intant 
from three months onward Phere 
veuctabk 


are soups, meat brotl 


sweets, truits and a creamed cereal 


PalHavie, 


The ¢ tood are WOE 


from the nutritional standpoint, 
than such foods are when prepared 
athome. Literature explaining tl 
together with samples, will be sent 


on reque a 


Pp 
H. |. HEINZ COMPANY LID 


STRAINED len, London, N.W.10, 
PEAS 
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FOR COLDS, INFLUENZA, BRONCHITIS, 
W HOOPING-COUGH, CATARRH, ETC. 


Wright's 
COAL TAR INHALER AND VAPORIZER 
WITH WRIGHT'S COAL TAR VAPORIZING LIQUID 


. may be prescribed under the 


: ; NATIONAL HEALTH 
WRIGHT SE, SERVICE SCHEME 
Con Tar inn 
: vaporizes <j supplies now freely available 
ft 
oe Bh Always specify Wright's 


pris) Invaluable for giving 


quick relief from distressing 


congestive conditions 


WRIGHT LAYMAN & UMNEY LTD., 42-50, SOUTHWARK STREET, LONDON, S.E.! 


Manufacturers and Proprietors of Wright's Coal Tar Soap 











op Whi 
JAEGER 40 oun 


Jaeger body-belts are made of pure wool, for 
these reasons. Wool keeps its wearer cool in 


summer and warm in winter. Wool quickly dis- 

poses of perspiration without becoming 

clammy. Being porous it allows both the escape arsed. 

of exhalations from the skin and the access of 

pure air to the skin. Jaeger body-beits sit well, MtA-vVithy 


stay in position, and give support without 


MADF BY CADBURYS 
pressure. They are available in all sizes 


Jaeger House, 204-206 Regent Street, W.1 
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A COMPREHENSIVE THERAPY 
for all types of Leucorrhoea wey 
, 


» ‘ 
pe cy 
ww “ oe 


ow 
100.0 0m - 


> gre ond 
ie We O RSA CCA UMMM WITH icHtHv01 5% ond 10% 


EASILY SOLUBLE PESSARIES 
self.administered by patient 


* Other varieties include: Lactic acid 5°.,; Choleval !".,; Penicillin 5,000 i.u.; Stilbaestrol O.5mg 


* Literature and samples available on request * Prescribable on Form E.C.10 
* Packings:—-containers of 12, 50 and 100 


CAMDEN CHEMICAL CO. LTD - 61 Grays Inn Road - London, W.C.1 


IN SAFE HANDS SAFETY 


The Westminster 











to be h s Exe utor or Trust an, with truth, say 
thatthe well-being of his family will bein safe hands. FOF YOur savings 


The Bank will carry out his wishes faithfully, bringing 


to its task a fund of business experience beyond that WITHOUT 


possessed by any private individual; it wil] administer 


its trust with complete integrity; and—more impor- CAPITAL 
tant, perhaps, than any of these—it will at all tmes 1 % 





show a very sym} “ etic consideration towards those 
whose affairs are left in its hands. Inquiries will be DEPRECIATION 


welcomed at any of the Bank's branches INCOME TAX PAID 


Equivalent co (4. 15.3 
subject to Tax at 9/6 
in the € 











Assets £15,000,000 Reserves £800,000 


HASTINGS .. THANET 
BUILDING SOCIETY 


29-31 Havelock Rd., Hastings 4 Queen %., Ramsgate 


WESTMINSTER BANK LIMITED 99 Baker St., London, W.! 


Trustee Department: $3 Threadneedle St., London, EC 2 41 Fishergate, Preston 41 Catherine St., Salisbury 
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ENLARGEMENT 


PERFORATION Which course will your 


patient’s ULCER take? 


Properly charted and steered 

with watchful discipline, the 

NAEMORRNAGE course of treatment of pep- 
tic ulcer will, in most cases 

run safely and terminate 

successfully. The important 


role played by aluminium 
hydroxide in reducing alike the hazards to the patient 


and the length of the voyage is no longer in question. 
Now, with the introduction of Gelusil*, the physician 


has the means of freeing from certain pitfalls the treat- 


ment of his peptic uleer cases. Gelusil is practically 


non-constipating, protects against loss of calcium and 
phosphorus, and produces no alkalosis 


the antacid 
action of Gelusil is both prompt and prolonged and the 
gels in Gelusil form a mucilaginous protective coating 
over the ulcer crater, Gelusil assures rapid, prolonged 


symptomatic relief in the treatment of gastric hyper- 
acidity and peptic ulcer, 


FORMULA hacl 
Trial 


grs. Alum 


In boxes of 50. Also for dispensing 
only in bulk packages of 500 
subject to PT 


A 
Jor 
on 


prescription 








NO WARNER PREPARATION 





HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R.WARNER and @. td. Power Road, London U4. 
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PULMONARY 


RESPIRATORY CENTRE 
cS “« @fee, 
ss oy 7. 
7 OEDEMA 
BRONCHOSPASM 








v 


CARDIAC 
FAILURE 


Versatility 
ing the various 


in controll 


complications of Heart Failure 


/ Banger Laorstarie\ 





Cardophylin 
CHESHIRE ENGLAND 


HOLMES CHAPEL 


BENGER LABORATORIES LIMITED 
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Graph showing the 
buffering action of 
*Aluphos’ compared with 
other common antacids 
assuming that the 
equivalent of 100 ml. 
N/10 acid are present. 
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In the PEPTIC ULCER PATIENT 

where hyperacidity must be controlled, 
Clluphos provides effective pain relief 
but canpot etoduce acvd tebound 


uphos (ALUMINIUM PHOSPHATE GEL) 
“ the new, non-constipating antacid 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL CHESHIRE ENGLAND 
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THE TREATMENT OF 


oro-pharyngeal infections 


*“PONDETS’ 
A unique presentation of 
penicillin for the treatment 
of minor superficial oro-pharyngeal 
infections 
The ingenious and novel method of 
presenting penicillin in * Pondets, 
enables a high therapeutic concen- 
tration to be maintained in_ the 
immediate vicinity of the oro- 
pharyngeal mucosa, for a prolonged 


period 

Each *Pondet” contains 5,000 units of crystalline penicillin-G in a 
pleasantly flavoured. hard, fruit-sweet base, which dissolves slow! 
in the mouth 

*Pondets” are indicated for all minor superficial oral infections due 


to penicillin sensitive organisms 


Individually wrapped in bottles of 20 


‘Pondets’ PENICILLIN TROCHES 


rade “Mar 


Wyeth 


JOHN WYETH & BROTHER LID, CLIFTON HOUSP, EUSTON ROAD, LONDON, NWI 
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For prompt relief of | PAIN 


in dysmenorrhoea 
simple headache 
common cold 
influenza 
rheumatism 
neuritis 

sinusitis 


Edrisal’ is remarkably effective 
yecause itis the only analgesic pre- 
yvaration that contains ‘Benzedrine’. 
Iherefore, ‘ Edrisal’ not only 
relieves the pain itself, but also the 
fepression that almost always 
wCCOMPpanies pain 
Best results are usually obtained 
with a dosage of two ‘ Edrisal’ 


tablets, repeated every three hours 





f necessary 


‘Edrisal’ 


plied for prescription in be res of 2 
thlets. Each * Edrisal tablet contain 
Imphetamine Benzedru' sulphat 

2°s mig 
leetvisalievliic acid — 160 me. (gr.2) 


Phenacetin — 160 mg. (gr.2 


MENLEY & JAMES, LIMITED, Coldharbour Lane, London, S.E.5 
for Smith Kline & French International Co., owner of the trade marks ‘ Benzedrine’ and * Edrisal* 


«spol 





ANNOUNCEMENTS 





Sterathal ; Suspension 


viii 


i tds. 


for 
GASTRO ENTERIC INFECTIONS 


Sterathal Suspension contains phthalyl sulphacetamide 
10.5°.,)—a new sulphonamide of low toxicity which 
exerts maximum chemotherapeutic activity in both the 
lumen and wall of the intestinal tract. Systemic absorp- 
tion 1s negligible and also included is Pectin (2.5".,), a 
de-toxicant in the large bowel and Kaolin (10".,), a 
protective and adsorbent in the small intestine. 

Although the Suspension contains: no sugar, it is 
palatable and readily acceptable by both children and 
adults alike in the treatment of specific and non-specific 


diarrhoeas, gastro-enteritis and all infective conditions of 


the intestinal tract. 


Detailed literature and samples available on request 


WARD, BLENKINSOP & CO., LTD. 


6, HENRIETTA PLACE, LONDON, W.1 
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Zicthol’. one of the new range 


ot Genatosan Dermatological Preparations 


has been shown to be « xceptionalls 


effective in the subacute dermatoses, especially in the subacut 


tave of the eczema-dermatitis group the skin lesior 


most trequently seen by the practitionc 


* Zicthol ° * exceptionally effective in 


the sub-acute stage of the 
eczema-dermatitis group of skin lesions 
Zicthol’, which contains 16°,, Zine Oxide, 4 Ichthamn 
Camphor in an oil-in-water emulsified base, 1s of p 
importance to the general practitioner and will enable 
the subacute dermatoses to be tackled safely, quickls 
and effectively Zicthol * may be prescribed on form E.C.10 
and is economical and very easy to use 
Literature and further information on * Zicthol” and othe 
new Genatosan Dermatological Preparations can be obtained 


from Genatosan Limited, Loughborough, Leicestershire 


nol is a Registered Trade Mark of Genatosan I 
* 


GENATOSAN 1 TD. Loughborough, Leics 
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without a diaphragm 


La’ 
Q 
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well tolerated Buffered at pH. 4.5 for optimal tolerance 


effective  ‘nitial clinical studies (U S.A.) involving 
thousands of patients record 97.9",,', 98.2 
effective contraception 


acceptable Elegant, odourless, low lubricating properties 
does not “ leak 


simple Used without a diaphragm, simply applied by 
means of the Ortho vaginal applicator 


BIBLIOGRAPHY 
cal Expe COMPOSITION. p-Diisobutyiphenoxypolyethoxyethar 
and ricinoleic acid in a synthetic base 


AVAILABILITY. 3 oz. tubes with or without 
applicator. On initial prescriptions specify 


Freceptin Vaginal Gel with applicator.’ 


LITERATURE ON REQUEST 


Pharmaceutical Limited 


«| AN 





PRACTITIONER 





When a child is learning to play a musical instrument he is appalled 
by the enormous number of ‘‘wrong"’ notes. He is mystified to 
understand why his teacher can play “‘right’’ notes, apparently 
without effort. 

If he practises hard and is in the hands of a good teacher, his fingers, 
at first clumsy and faltering, become confident and accurate. 
Similarly, a mother is dependent on her Medical Adviser for 
guidance in the feeding of her first-born. 

Such guidance will, of course, be directed to breast feeding when- 
ever practicable. In case of artificial foods the advice will be based 
on the doctor's personal preference, founded on experience 

We are very gratified that so many doctors have used our foods 
successfully in the past and continue to recommend them. This is 
undoubtedly due in large measure to the consistently high standard 
of quality which has always been our aim and which remains 
unaltered. 


3 COW é GATE MILK FOODS 








Guildford, Surrey 
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for nasal comfort | ‘BENZEDRINE’ INHALER 


the convenient, volatile vasoconstrictor brings instant, safe, 
and effective relief, from nasal congestion 


accompanying head colds or sinusitis 


*Benzedrine’ Inhaler often 
aborts a cold, but even in 
the acute stages it affords 
welcome symptomatic 
relief and often 
prevents the 

onset of serious 


complications 


* Benzedrine’ Inhaler causes no 
appreciable change in the 
amplitude or rapidity of the 


a a cihary beat — local reactions to 
e aecc ges e acuon 


of ‘ Benzedrine’ Inhaler 
takes place immediately 


its use are so infrequent and mild 
as to be virtually negligible — 
and children show none of the 

hostility which often complicate 


treatment with 


after inhalation and the 
effect lasts a full hour, thus 
normal nasal respiration is 


facilitated for long periods. liquid: vasoconstrictor: 


“BENZEDRINE’ INHALER | oon 


MENLEY & JAMES LIMITED, Coldharbour 


tor Sm k ‘ i j 
nirl . 
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A NEW INHALATION ANASTHETIC 


‘NEOTHY L’ 


Brand of 


METHYL N-PROPYL ETHER 


Methyl n-propyl ether (under the name Metopryl) tried 
clinically in America with favourable results, is now manufactured 


by us in this country under our brand name of ** NEOTHYL” 


A series of Clinical trials in this country on * Neothyl"’ brand 
of methyl n-propyl ether have now been concluded, and the 


results studied 


The very promising properties revealed have encouraged us 
to increase the scale of manufacture. The purity of this product 
is as rigidly controlled as that of the purest diethyl ether for 


anzsthesia 


J. F. MACFARLAN & CO., LTD. 


8, ELSTREE WAY, 
BOREHAM WOOD, 
HERTS 


109, ABBEYHILL, 
EDINBURGH, 8 
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Effective local treatment of sinusitis... 
Vics 


led aS a mex 


Sinusitis is now regarc 
surgical problem and many authorities recommend its 
*Pendex * can be used for 
‘ the 


treatment 
» delayes 


onscrvative 


, ’ 
i 


sinus irrigation, but when resolution 1 
al 


nt technique 1s often of 


Proetz* displacem« 
assistance. This method is effective for cleans 
nasal sinuses, loosening inspi 

t dramage ot 


about dr 


mucosa of the 
iti 


ind bringing 


secrcevion 
sinuses provided the natural Ostia arc 


patent and the mucosa is not poly] 


“nu 


*‘PENDEX’{ the penicillin- vasoconstrictor 
aids drainage from th 


without impairing ciliar 


activity, and ensures an adequat 


concentration of peniillir 


at the sit tint 





‘PENDEX” 





MENLEY & JAMES LIMITED, Coldharbour Lane, London, $.£.5 *PROETZ. A 
, | / rnational Co., | M fot Sir 
” "end St 


” 
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TONSILLITIS « INFLUENZAL COLDS - ACUTE RHEUMATISM 


ANALGESIC 
— AND 
\ ANTIPYRETIC 


\ considered formulation eliminates 
the side effects of constipation and depression 


HYPON TABLETS alleviate pain rapidly. 
- Literature and 
disintegrating in 10-15 seconds thus 

Samples 
ensuring the maximum therapeutic value. available on 
request from 


the Medical 


Department 


HYPON TABLETS are invaluable in tebrile states 


FORMULA feid Acetylsalicyl. BP W222 

Phenacet, BLP 18.00°,, 

Caffern BV. —2.00 Codein, Phosph. B.P.—0.99%, 
Phenolphthal. B.P.--104 Excip ) 


(kach tablet & erains) vvcns: 10. 50, 125, 250, 000 and 1,000 


bd 
, 
. 
¢ 
? 
; 
° 
+ 
. 
! 
¢ 
° 
¢ 


CALMIC LIMITED - CREWE HALL : CREWE 
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500,000 UNITS 


200,000 
UNITS 


C 


oral tablets 


Wherever it is desirable to give penicillin 
orally, always specify ‘Avion’ brand 


Penicillin G Oral Tablets. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) 


1L.MSLOW. MAN¢ 
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penicillin 
without 


tears 


Children fear injections. There ts 
increasing evidence that they (and 
adults) may be spared parenteral 
penicillin and be given it by mouth with equal therapeutic effect 
For infants, injections entail disturbance and handling. Itis now accepted 
that tor them the administration of penicillin by mouth is the method of choice 
‘ Eskacillin’ is the ideal oral penicillin for infants and children. It is liquid and 
may be given simply by teaspoon or mixed with the infant’s feed : and it is palatable so that 


even recalcitrant children take it willingly and without fuss 


“ESKACILLIN’ ane soon 


Me oR ‘Sancta’ wo conmaien tenan 


dical teaspoontu 


the palatable liquid oral penicillin "" spe ig Be 


MENLEY & JAMES, LIMITED, COLDHARBOUYU LONDON > 
' a } ternat ; fer trade mark ‘Eska 
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For Nasal 
Congestion 


*Neophryn” (active pru 

ciple a sympathomimetic 

substance) 1s an ideal 

local application for nasal 
congestion particularly 

in children It causes no 
impairment of ciltary 
function no local uritation 
and no secondary congestion 
Three or four drops are instilled 
into each nostril (The patient 
should lie flat with chin raised and 
neck tully extended, and maintay 


this position for two minutes.) 


Medical Literature available on re quest 


NEOPHRY 


BRAND OF NASA OLUTI 


Neophryn is known overseas as Veosynephrine 


PRODUCTS LTD - Arrica WOUSE, KINGSWAY, LONDON, 
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SM Of eclive Antacid 


; = of citublished valu 


Immediate neutralization of 


ae gyastri acid, yet unaccom- 


ee panied by the disadvantages 


—— 


arising from carbonate medication, clearly indicates 
the clinical superiority of * Milk of Magnesia * asa 
therapeutic antacid, 

Non-systemic in action, * Milk of Magnesia’ may 
contidently be prescribed in a wide variety of 
conditions associated with gastric acid disturbance 
from the mild case of dyspepsia to the acute ulcer 
stage where intensive alkaline treatment is essential. 
* Milk of Magnesia’ reacts with the acids of the 
stomach to form a neutral laxative salt which 
promotes gentle but effective elimination. 


“Milk of Magnesia’ 
ANTACID LAXATIVE 
Ye Char Vdd SV hemiul bored 


I, WARPLE WAY, LONDON, W.3. 


®* Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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THE DIETARY TREATMENT 
of 


INDIGESTION 


Accurate, time-saving assistance in prescribing for the dietary treatment of in 
digestion as well as many other ailments is freely available to the busy practitioner 
through the Energen Dietary Service 


Standard diet cards printed 1 form convenient for handing to patients suffering 
tron 


PEPTIC ULCER or 
GALL BLADDER DYSPEPSIA 


will be sent free of charge on applicatior 


Special dietaries to suit individual needs are prepared on receipt of appropriate 
particulars 
A filing box of standard dietaries for a number of other nents +s also available 


All these facilities are offered free of chorge on application to 


ENERGEN DIETARY SERVICE 


ove Savane enw Save LONDON 








Biri 


impetus given to 
hyo! n ~ 
MTA processe 

pr motes if ¥ return 


to tull he 


Be plete > 4 nen preparation containing 
phenobarbitone and Vitamin B-Comple 


John Wveth & Brother Limited, Clifton House, Euston Road, London, N.W od byeth | 
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Hyperacidity: 


WHY 


Prompt and sustained relief 4 Minimal interference with 


from pain and discomfort normal digestion 


Maximal acid-burning 5 Palatable and acceptabl 
capacity prolonged administration 


3 No risk of alkalosis 6 Bland and non-constipatin 


\limex 1s a_ pleasantly flavoured gastro-intestinal irritauon and 
preparation of aluminium hydrox- therefore, a valuable adjunct in 
ide with magnesium hydroxide. It the medicinal treatment of pepti 


corrects gastric hyperacidity, relieves ulcer. 


Supphied in bottles of & fl. oz.—2 2 
aad 8o fl. oz.—17 - 

Net prices in Great Britain to the 
Medical Profession 


Literature & further information on request from the Medical Dept 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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Thank you, doctor! 








uralgicin for the 


relief of pain in acute otitis media 


—particularly in children 





y pe — —_, 
a Benger Laboratories 


—_——_ 


BENGER LABORATORIES LIMITED * HOLMES CHAPEL CHESHIRE ENGLAND 
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and nou... 


for efficient SUPPORTIVE THERAPY 


DEXTRAVEN 


Trade Mark. 


A New ““NARROW FRACTION "’ dextran preparation 
with optimum range of molecular size, 

Dextraven is the outcome of intensive 

research in close collaboration with 


various academic centres. 


it produces 
P RAPID ELEVATION and 


PROLONGED MAINTENANCE 
of BLOOD VOLUME 


“Ut is now possible to manufacture dextran on a commercial scale with a narrow range of 
molecular size. Preliminary trials with this narrow fraction dextran have been eminently satis 

fa: tory; 60 per cent of the dextran remains in the circulation aj urs, and thus ife 
blood volume can be maintained without difficulty over the crucial 48 hours after operation 
There is little doubt that the narrow fraction dextran will revolutionize supportive therapy, and 


may be regarded as one of the major advances of the year.” 


BRITISH ENCYCLOPA:DIA OF MEDICAL PRACTICE (MEDICAL PROGRI 


D EX TRA VEN has been developed for the 


efficient prophylaxis and treatment of shock 





F, 
\ 


Benger Laboratories a 
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The Convalescent... 


Post-influenzal depression robs the convalescent of that enthusiasm tor 


his own recovery which could contribute so much to its speedy accomplishment. 
For many years doctors have availed themselves of the singular potency 
of *‘ Neuro Phosphates’ in making their patients ‘ feel better ’—they feel better 
their spirits rise and with them a new urge to regain health. The 
palatability of *‘ Neuro Phosphates’ has been assiduously studied 
so that this tonic ts of particular value for the ‘ difficult’ patient 


Recommended dosage : ‘Iwo teaspoontuls, with water, t.1.d. before meal 


‘Neuro Phosphates’ |. ..., 


pre Sé ribed sO widely because il work ‘ well 


MENLEY & JAMES LIMITED, 


tor ” k / 
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A new combination 


CODIS 


soluble aspirin with 


codeine phosphate and phenacetin 








Fe ed) 


Codis presents a familiar grouping of analgesic drugs ; aspirin, phen- 
acetin, codeine phosphate; with an important advantage. The “aspirin” 
in Codis 1s rendered soluble, as in “ Solprin”. 

Placed, uncrushed, in water, a Codis tablet disperses in a matter of 
seconds to form a solution of calcium aspirin and codeine phosphate 
with finely suspended phenaceun The chance of irritation of the 
gastric mucosa by undissolved particles of aspirin is thus minimised. 

Codis is recommended for all those conditions for which Tab. 
Codein. Co. B.P. would be prescribed. It has the added advantages of 
greater case of administration and far less likelihood of aspirin intolerance, 


while the rapid absorpuon of the soluble aspirin promotes prompt relict 


(.OMPOSTTION 


& ASPin, 
Pe 
r at % 


ae) 7P 


Codis ts not advertised to the public 


DISPENSING PACKS Purchase Tax tree 
Hospital bottles of goo 
Peescription box of 


ti gold loiulsolotabiet 


PUBLIC SIZES. Bottle of 
ne. PT. Cartonol 


{ 
oO 


} tablet 


PHARM 
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A CENTRALLY-ACTING VASORELAXANT 
WITH A POTENT HYPOTENSIVE ACTION 


VERILOID * 


An outstanding feature of the hypotensive action of Veriloid is its central 
action, which effects vaso-relaxation by impulses transmitted to the arteriolar 
musculature. Ganglionic function is not disturbed, therefore there is no 
interference with the postural reflexes essential for normal activity 

Veriloid, a unique preparation of the ester alkaloids of Veratrum viride, 1s 
specifically indicated in all grades of essential hypertension. Because it 1s 
biologically standardized in dogs, its clinical effect is significant and depend- 
able. If dosage is carefully adjusted, control of blood-pressure throughout 


the whole day is entirely possible. 


Veriloid (plain) Veriloid-VP Veriloid Intramuscular 
Pe a & Intravenous Solutions 


Produce a mmediate and ¢ 


ppled at cored tablets of Veriloid, 2 mg 
nd 2 mg Average dos ] with Phenobarbitone, 15 mg. Pre 
Jivided into three S at vides mild sedation, and also enable 
effective hypotensive doses to be 
given to patients readily nauseated 


by Veriloid given alone 
* Trade Mark of 


RIKER LABORATORIES LIMITED, 29 KIRKEWHITE ST., NOTTINGHAM 


A copy of the comprehensive brechure “ Veriloid in the Management of the Hypertensive 


Patient” will gladly be sent to Physicians requesting 1t 








COMBINES THESE 12 IMPORTANT FEATURES 
] Uniformly potent. It nstanc) : eee 6 Cardia itput not reduced 
action perm a iat i ‘ exact — J mpr 
& Cerebral blood flov 
Y Toleranc 
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In Essential Hypertension 


STOLIC™ repuces BLoop PRESSURE 


STOLIK 


and 


STOLIK 


*STOLIC’ benefits hypertensive patients in three ways 
1. Mannitol hexanitrate causes marked gradual vasodilation 
by relaxing the smooth muscle of the arterial system 
2. ‘Delvinal’ allays apprehension, and tends to reduce 
fluctuations of blood pressure due to emotional causes 
3. Rutin beneficially influences the incidence of cerebral or 
retinal hemorrhage by its effect on capillary fragility 
There are tw prescription form 

*STOLIC’ formula: Mannitol hexanitrate 

Rutin 

Delvinal’ vinbarbital 


*STOLIC’ Forte formula: Mannitol hexanitrat 
Rutin 
© ‘Stolic’ is a trade mark Delvinal’ vinbarbital 


FORTE are supplied in bottles of 100 tablets 


Descriptive literature and sample gladly supplied on request 


SHARP & DOHME LTD., HODDESDON, HERTS 
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widening ..- 


Chloromvcetin, the first synthetic antiblotu ids at tl CHLOROMYCETIN 
CAPSULES 


centre Of an ever-widen Ic I ulic PADIATRIC 
schievement : Minion on . CHLOROMYCETIN 
achieve C I mi it nmical SUCL cS against the 
, . PALMITATE 


Rickettsia ; mext against many viruses, then Gram- CHLOROMYCETIN 
OPHTHALMIC 


CHLOROMYCETIN 
' OPHTHALMIC OINTMENT 


y administration and versatility 
CHLOROMYCETIN 
ninant antibiotic of toda CREAM 
CHLOROMYCETIN 
TOPICAL 


P:  CRLOROMPOFRDY 


Parke, Davis & Company, Limited 1 Hounslow, Middlesex. Tel. Hounslow 236! 


negative an n-positive organisms. With its 
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IMPROVED 


| ‘OR IRON DEFICIENCY ANAEMIAS, 
ferrous sulphate is’ universally 
accepted as the most efficient com- 


The 


pound for oral administration 
improved method ol presentation in 
* Plastules ’ ensures maximum absorp- 


tion and utilisation. ‘The tasteless 
easy-to-swallow capsules rapidly clis- 
integrate and the ferrous sulphate 
in a semi-solid condition is quickly 
avoidance of 


absorbed, with 


PRESENTATION 


addition of 


The 


Folic Acid stimulates production of 


gastric uritation 


erythrocytes, and the dried yeast 


increases appetite and re-inforces 
the action of the iron 

‘ Plastules’ are available in four vari- 
Plain; with Liver Extract; with 


eties: 


Folic Acid ; and with Hog Stomach 


*‘PLASTULES’ 
Trade Mark 
HAMATINI( COMPOUND 


| YW ‘yeth 


JOHN WYETH BROTHER LTD rm 


HOUS!I 


EUSTON ROAD LONDON, N.W.at 
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CAN BE 


CONTROLLED 


ompt measures to counter the distress 
of persistent coughing are well-merited 
laoryl a recently introduced, powertul 

antispasmodic in tablet form -——com 

bines peripheral sedation with a selective 

inhibitory action on the cough centre 

Safe to use for long periods without addictio 

i provides highly effective therapy in 

cases of irritant and spasmodic cough It is 
comparatively non-toxic, free from side effects in normal 


dosage, and readily administered to children 


literature and al sa ni quest 
B f ’ 

Prescribable o N.H.LS. Form E.C.19 
Geiyy 


RADE MARK 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
Rhodes, Middleton, MANCHESTER 


PH 44 
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C4 teins ? 


Protective clothing and other forms of local 
heat are certainly not to be despised in the 
treatment and prophylaxis of chilblains ; but, 
since predisposition to chilblains is frequently 
associated with calcium deficiency, it is 
logical to supply calcium directly, and to 
govern its utilization with natural vitamin D. 


This is the rationale behind the use of 


HALYCALCYNE 


tvailable in 25, 100 and S00 capsule packines, 
Fach capsule contains: 4,500 Lt t . 
1,060 1.0. vitamin D, 1-67 gr. calcrum pt 
rTHE CROOKES LABORATORIES LIMITED & 
PARK ROYAL LONDON N.W.10 Ee... 





ANNOUNCEMENTS 








In the Attach of Migraine.... 





FEMERGIN 


‘ergotamine tartrate. BLP.) 


is a most effective form of treatment when 
viven early in the attack Inject mil 
0.25 mg.) intramuscularly or administer 
? tablets (2 mg.) sublingually as soon as 
prodromal symptoms occur. Hf necessary 


this dosage may be repeated after half an 


hour 


Other indications of Femergin include: 
* Herpes zoster 
* Peptic uleer 


* Post-partum haemorrhage 


Laterature and sample s atcatlable on request 


SANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, WI 
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THERES STRENGTH IN 


The answer to many a 

problem lies in combined action. 

Witness the higher biood levels and the greater 

clinical efficacy that have been reported from the oral adminis- 
tration of penicillin and the sulphonamides simultaneously in 
cases when the oral administration of the antibiotic or chemo 
therapeutic agent alone has been inetlective. A convenient 
means of applying this combined antibacterial therapy is Sulpenin 
Containing penicillin, sulphadiazine and = sulphamerazine in 
balanced dosage, tt provides a valuable treatment for many 
infections due to susceptible micro-organisms By utilising the 
synergistic action between penicillin and the sulphonamides the 
antibacterial range is increased, the likelihood of kidney damage 
s lessened and the tendency for the bacteria to develop mutant 


strains resistant to one or other of the component drugs is 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 


reduced 


In tubes of 10 and bottles of 100 tablets 


Literature and Samples on request. 


ALLEN & HANBURYS LTD LONDON €E 2 


re._erwvowe BISHOPSGATE S20! (17 LIMES) TELEGRAMS “GREPNBURYS BETW LONDON 
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New porous Elastoplast 





THIS IMPROVED ELASTOPLAST IS NOW 
BEING SUPPLIED TO HOSPITALS 


Points about Porous Elastoplast 
1 Por , 


the Medical Division i 7.J. Smith & Nephew Ltd., Hull 


Elastoplast 


POROUS ADHESIVE BANDAGES 


OUTSIDE THE BRITISH COMMONWEALTH, ELASTOPLAST I8 KNOWN AS TENSOPLAST 
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STUDY of the manifestations of 

nervous states—neurasthenia, hysteria 
and various neuroses—shows that anorexia, 
insomnia and loss of weight are their com- 
mon accompaniments. In practice it 1s 
recognized that amelioration of these con 
ditions is enhanced by improving the 
patient’s nutrition by day and encouraging 
tranquil sleep by night 


Ovaltine’, which contains essential food 
principles, provides sustaining food ek 
ments in acceptable, readily assimilable 
form which allows digestion to proceed 
without interrupted sleep. This important 
consideration is particularly valuable in 
the treatment of nervous dysfunctions, 
including exhaustion and anorexia 


‘Ovaltine’—the natural food drink—is a 
confident choice wherever physical up 
build and recuperative sleep are indicated 
in nervous disorders 
Vitamin Standardizatior 
Vitamin B 


A. WANDER LIMITED Manufacturing Chemist 
42 Upper Grosvenor Street, Grosvenor Square, London W 


M.34 oa ee 
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AGAINST 
MALNUTRITION 


*VIMALTOI 

Vilamin prepara c 
popularity ; pplementary food wen 
aguinst mainutrit ! " i children 
and adults. tt can be used with edvar Te \L 

whenever nutritior = 
factory It can also 

when vitamin intake 

example, due to. dist 


vitamin-bearing fruits and other toods 


*Vimaltol” is a quality product from the 


* Ovaltine * Research Laboratories Its 
balanced formula, which includes special 
malt extract, high vitamin potency yeast 
halibut liver of and tron, hes been de 
veloped in the light of recent 
dietetic science Vimaltol ” actively asst 


ndings of 
' 
in growth and development and helps to 
raise resistance against the onset of tn- 


fectior 


For these reasor it widely prescribed 
for the voung because of their higher 
metabolic requirements Iti | 
able, readily issn ble 

available 


\ | M A LT () for Infants. 
Children and Adults 


‘e r , 
ote A. WANDER LIMITED, 


42 Upper Grosvenor Street, 


Al re “ 


4 Product of the * Ovaltine’ Research Laboratories 














LXVIII THE PRACTITIONER 





‘Physeptone’ provides freedom from pain without 
drowsiness or confusion. More potent than morphine, ‘Physeptonc’ 
does not dull che mind or give rise to constipation. It is unrivalled 


for the continuous relief of severe pain in the chronic sick. 


‘PHYSEPTONE? 


THE ESTABLISHED ANALGESIC 


bral BURROUGHS WELLCOME & CO. (trv ¢ Founda LONDON 





ANNOUNCEMENTS 











FERRAPLEX B 
Cu 


NATURAL VITAMIN 


B VITAMIN 


a 


IRON AND STANDAIRDISED VITAMINS 


IN ONE TABLET 


ADVANTAGES COMPOSITION 


B hn combining T he werias 1 ! 
th standardised PeERRAPLEX Bta 

wovides i com 
th cnt haematu A 


use, particu 


FERROUS SLLPHATE 

COPPER CARHBONATI 
ASC ORHTK AC WW) «Nat 

NATURAL VITAMIN B 
COMPLEN 


An 


FERRAPLEX B 


C.L. BENCARD LID 


GREAT WEST ROAD - BRENTFORD - MIDDLESEX 





ae a ao 


tai 


‘ 











rHE PRACTITIONER 





points for 


-‘DURACILLIN AS. 


PROCAINE PENICILLIN-G AQUEOUS SUSPENSION 300,000 
UNITS PER CC ——e = 
'MPROVED 
remnocal 


READY TO INJECT Is a stable aqueous 


suspension needing only gentle agitation before 


injec tion. Dry “Vringe and needle not ess¢ ntial 


DAILY DOSES ADEQUATE In most infee- 


tions a daily dose of Lee. will secure adequate 


tissue concentrations 


Refrigeration 


not necessary. Is stable for twelve months 


at 60°F 


‘ Duracillin AS.’ is supplied in 1 cc. and 10 cc. rubber- 
capped ampoules (300,000 units per cc.) 


ELI LILLY AND COMPANY LIMITED 
BASINGSTOKE, HANTS. 








THE PRACTITIONER 


No. 1015 JANUARY 1953 Volume 170 








THE MONTH 


Ir is probably true to say that not a single individual gets through life 
without having had ‘indigestion’. Hence the infinite variety of ‘cures’ Which 
are handed down from generation to generation for the 

The alleviation of this minor malady. For minor malady it 
Symposium usually is, and much better treated by traditional lore than 
by a visit to a doctor’s surgery. Unfortunately, the ex 

ceptions to the rule are among the major tragedies of medicine. ‘This is what 
makes ‘indigestion’ one of the most difficult diagnostic problems confronting 
the general practitioner how to pick out the case of indigestion due to some 
serious organic lesion such as cancer or peptic ulceration, and how to do 
this with a minimum of ancillary investigations such as radiology, bio 
chemistry, and the like. ‘I hese are some of the problems which are discussed 
in Our symposium this month. In the introductory article Lord Horder, out 
of his vast experience as a clinician, extending now over half a century, 
presents a masterly survey of the essentials of the subject Another doyen 
of the profession, Professor W. C. Alvarez, discusses what used to be 
described as the functional (as opposed to the Organic) aspec ts of the prob 
lem, and illustrates his article with a wealth of case histories. ‘The major 
lesson to be learned from his review is one that was epitomized, in a more 
political age, by Samuel Butler: “lhe healthy stomach is nothing if not 
conservative. Few radicals have good digestions’. ‘The other articles in the 
symposium deal with the more important aspects of indigestion, particu 
larly from the point of view of diagnosis, but also outline some of the 


methods of treatment 


‘THe College ot General Practitioners is now in being. The Foundation of 
this College is an outstanding event in the history of British medicine, and 
we wish all success to this brave new venture. An active 

College znd progressive College of General Practitioners will safe 

of General guard the future of general practice as an integral part of 
Practitioners the medical services of the country that offers a satisfying 
lite’s work to men of culture, understanding and integrity 

The College has been tormed as an unincorporated association. With 


characteristic generosity the Society of \pothec aries has provided a tem 


porary home for the College, so that until further notice the address of the 
College will be 14 Black Friars Lane, Queen Victoria Street, London, E.C.4 
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A detailed constitution for the College has been prepared, copies of which 
can be obtained on application to the secretary at the above address 
(Qualification for Foundation Membership, which will be restricted to 
doctors in the British Isles or overseas whose names are in the ‘Medical 
Register’, will be one of the following: — (1) ‘'wenty years in general prac- 
tice, or its equivalent as a general medical officer (with primary charge of 
patients) in a school, factory or other institution, in Her Majesty's Forces, 
Colonial Medical Service or Merchant Navy. (2) Five years in general prac- 
tice (or its equivalent) and an undertaking to accept postgraduate instruction 
for 3 days (or a corresponding number of hours) each year, or for 54 days 
every two years. (3) Five years in general practice (or its equivalent) and the 
possession of a higher postgraduate medical degree or diploma. Foundation 
Members are invited to join now; the entrance fee is ten guineas. A General 
Meeting is to be held later this year, at which the Foundation Council which 
is supervising the institution of the College will retire and a new Council 


will be elected. 


GENERAL practice has meant the practice of general medicine, caring for the 
sick in all their ailments, advising them in perplexity, comforting them in 
adversity. General practitioners have been the parent body of 

The Past medicine, the stock from which all the specialties and many of 
and the the sciences have sprung, the community from which the 

Present pioncers have set out, to which many of those who have worked 

in a narrower field have returned to find wider interests or to 
seek again the solace of human companionship. Among them have been 
poets, writers, painters, reformers, men of genius and men of action, but on 
the whole they have been a mute and contented lot, seeking no reward but 
the love of those to whom they have ministered, engrossed in the art and 
science of their calling, too busy in their work to write, too happy in their 
lot to seek to improve it. If they have had a grievance it has been that they 
have not been adequately represented on the governing bodies of their pro- 
fession, or consulted in the framing of decisions that concerned thei 
education, their work or their future. 

In his article on ‘Medicine and the State’ published in this number, 
Professor J. I. Means of the University of Harvard expresses the view that 
to a disinterested but sympathetic observer like himself, it was evident that 
at the close of the last war Britain had no economic recourse but to establish 
some sort of medical health programme. ‘lhe health bill of the nation had 
to be budgeted along with the cost of defence, welfare, food, transport and 
housing. ‘he National Health Service Act, however, despite the good in- 
tentions of its authors, has not proved an unmixed blessing for general 


practice. ‘The doctor is restricted in his scope, ov er-burdened with routine, 


denied many of the opportunities that he formerly possessed to investigate 


and treat his patients when they were more seriously ill, and when his 
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knowledge of their personal background could help them most. ‘The new 
College will remedy much that is now causing dissatisfaction. It will bring 
fresh hope to many keen general practitioners, and a fresh incentive to the 
many medical students who see in general practice a career that will satisty 


their highest ambitions 


(SENERAL medicine must return to its honoured place as the parent body ot 
all medicine, and general practice must remain the sphere in which general 
medicine is seen in its highest embodiment. It will be the task of 
The _ the College of General Practitioners to ensure that these ideals are 
Future implemented. For the past few years British medicine has been 
disintegrating before our eyes; it must be re-integrated before it is 
too late, and the first step in this re-integration must be the revitalizing of 
this, the largest and oldest branch. The ultimate aim must be an Academy 
of Medicine, in which all branches of the medical profession are represented 
When this headquarters comes into being the College of General Prac 
titioners, run by practitioners, enshrining the traditions and safeguarding 
the development of general practice, will speak with the voice of an honoured 
partner. 
‘The college 1s now in existence. ‘That it will be a success we are sure: that 


it will do all that is hoped of it, and do that quickly, will depend upon how 


soon practitioners join. We hope that every general practitioner with the 


requisite qualification will become a member immediately. ‘The foundations 
have been well and truly laid by the Steering Committee, whose compre 

hensive Report is published in full as a special supplement to this num 

ber. It is now up to general practitioners to take full advantage of the 
opportunity. We have no doubt as to the result provided action is taken now, 
This Coronation Year, with all its hopes and aspirations for the future 
fortunes of our land, is a particularly appropriate year for the inauguration 
of the College of General Practitioners. It is our sincere hope and prayer, 
as indeed it is of everyone who has the welfare of our profession at heart, 
that this year in the history of our country will always be looked back upon 
by medical historians of the future as the year which saw the restoration of 


general practice in Great Britain to its true and honoured position 


‘THERE are welcome signs that the haughty materialism and rationalism which 
have dominated science during the last few decades are beginning to vield 
to the softening influence of the things of the spirit. Perhaps the 

Science scientists are alarmed at the prospect of civilization crashing into 
Fable’ the abyss to the edge of which we have been brought by the 
and Art atomic bomb. Perhaps it is only one of those cycles of human 
thought that have characterized mankind from time immemorial 

Whatever the reason, a more tolerant and understanding spirit is abroad in 
the scientific world. ‘his is well exemplified in a masteriy lecture on ‘Micro 





4 THE PRACTITIONER 


biology in fable and art’ by Dr. René J. Dubos of the Rockefeller Institute 
(Bact. Rev., 1952, 16, 145). At the basis of many ancient philosophies and 
religions is the concept that ‘all life is part of some great whole and flows 
everlastingly from one form into another and into man’. ‘The scientific im- 
plications of this concept were becoming appreciated by the 18th century, 
but to the scientists of those days ‘the steps through which organic matter 
returns to the inorganic state were shrouded in mystery’. It was microbiology 
that was to provide the solution to this mystery ‘by revealing that many 
types of microorganisms can precisely degrade complex organic molecules 
to the inorganic state and thus prepare them to become again available to 
plants’. ‘Thus is the relatively new science of microbiology linked to the 
ancient philosophies of mankind and making its contribution to that fuller 
understanding of mind and spirit in which alone lies any hope for the future 
of our species. In his closing words Dr. Dubos presents a picture which is 
almost a perfect amalgam of science and philosophy, of mind and spirit, 
which will prove an inspiration, not only to his colleagues in his own branch 
of science, but also to many in every field of science and medicine: “The 
ancient myths are acquiring new significance as we begin to visualize the 
whole cycle of life. Wandering through the woods and fields on a warm 
humid day, we can decipher in part the message sent us through the per- 
vasive odour of organic matter decomposing in the earth, the mysterious 
luminescence of bacteria and fungi on rotting wood. ‘These microbial 


phenomena are more than the signs of biochemical reactions, they are the 


symbol of the creative power of life present always and everywhere in nature 
‘To fully understand the symbol is beyond the reach of our time. But we have 
the right nevertheless to sublimate our small individual etforts by the faith 
that they will illuminate with the glorious light of reason obscure but vener- 


able beliefs generated long ago by a mystic sense of wonder’ 


‘THeRE are few doctors on this side of the Iren Curtain who would not 
welcome information concerning the state of medicine in Russia. Although 
Dr. Horace Joules and his colleagues have done what they 

Russian could to throw some light on the subject,* based on a visit to 
Medicine Russia in 1951, it must be confessed that the gaps they leave in 
our knowledge are still considerable. On the other hand, they 

do bring out some significant features in the present medical organization 
of the U.S.S.R. Health education plays a major part in the Russian medical 
service, and the propaganda against smoking as a cause of cancer has been 
so successtul that the consumption of tobacco has already been cut by to 
per cent. ‘Medical services are completely free for all, except for charges for 
minor medicines and bandages, without anv weekly contribution. Although 


**British Doctors in Russia’. By Horace Joules, M.D., F.R-C.P., lan Gilliland 
\IL.D., M-.R.C.P., and Mary Barber, M.D. Published for the S.C.R. by H. K 


Lewis & Co., Ltd., 1952. Price 1s 
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private practice is not forbidden by law it ts apparently negligible’. General 
practice is carried out through health centres, and a description (and photo- 
graph) are given of one housing 200 practitioners. “The Ministry of Health 
have inspectors who visit the hospitals and assure themselves of continuing 
high standards of work and service’. An interesting, and intriguing, fact is 
that sixtv to seventy per cent. of the doctors are women. ‘The salary for a 
doctor in a city health centre is less than that for a skilled engineer. Hospital 
doctors, like nurses, work a six-and-a-half-hour day. 

‘The maternity and child-welfare services are given high praise. In towns, 
practically all children are born in hospital, and an interesting feature of 
children’s hospitals is that mothers of all young infants or of dangerously ill 
children live in the hospital and heip with the care of their child. In the first 
few weeks of life infants are inoculated against smallpox and diphtheria and 
are given B.C.G. None of these inoculations is legally compulsory, but, and 
here we quote from the chapter by Dr. Mary Barber, ‘in a polyclinic in 
Moscow we were told that practically all babies were in fact inoculated 
When we said that surely there were some parents who objected, we got the 
immediate reply : “We have no such backward people” ’. Dr. Joules and his 
colleagues sum up by saying that they ‘are convinced that in thirty-five 
vears .. . the doctors and people of the U.S.S.R. have achieved a medical 
service which may proudly be set alongside the finest advance in medical 
history’. Would that their friends would allow their opposite numbers on 
this side of the Iron Curtain to go and come as freely in the hospitals of the 
U.S.S.R. as they can in the hospitals of every country on this side of the 


Curtain 


Sir Hans SLoaANe, Br., who died two centuries ago, on January 11, 17§3, 
in his g3rd year, was physician to three sovereigns, president of the Royal 
College ot Physicians for sixteen years, president ot 
Sir Hans Sloane the Royal Society for fourteen years, and the first 
Bicentenary medical practitioner to receive an hereditary title. His 
contributions to scientific medicine were few. He 
popularized inoculation against smallpox by performing it upon members of 
the roval family, and at the age of eighty-five he wrote his only medical 
work on distempers of the eves. Satirized by Edward Young as ‘the fore 
most toyman of his time’, Sloane is remembered today as a collector of 
avidity and discrimination. His books, manuscripts, prints, and curiosities 


which he bequeathed to the nation and which were made available to the 


public in 1750, formed the nucleus of the British Museum. His purchase in 


1712 of the manor of Chelsea has perpetuated and familiarized his name in 


Sloane Square, Sloane Street, and Hans Place 





WHAT IS INDIGESTION ? 
By Lory HORDER, G.C.V.O., M.D., F.R.C.P. 


Extra Physician to HM. the Queen; Consulting Physician, 
St Bartholomer' s Hospital. 


So accustomed am I to regard the Editor of The Practitioner as one who 
must be obeyed that I ‘fell’ almost unthinkingly for this question that he 
posed. Clearly | must pull myself together. ‘The task is inviting only by 
virtue of its very difficulty 

‘The textbooks give me no help; the Editor must have known that, but 
failed to reveal it. ‘The word does not even occur in the indices of those 
massive tomes to which the deans of the medical schools give ponderous 
emphasis, resisting nobly in the main, it must be confessed, a bias in favour 
of local authorship. If the word is used at all we are referred to ‘dyspepsia’, 
a very different story, for it is one which is quickly ‘broken down’ by the 
books into ‘chronic gastritis’ and a number of other pathological conditions, 
amony which the authors feel quite at horre. And if no pigeonhole seenis 
fitting, an ‘emotional’ or an ‘anxtety’ state is readily invoked, and what are 
psychiatrists for, anyway? 

Clearly, the pundits cannot help in answering the Editor's question. ‘That 
is, they cannot get started on their pathological quest. It is for the patient to 
give them the wherewithal by which, almost robot-like, they can find the 
pathological answers. For ‘indigestion’ is the patient’s word. Indeed, 
although | have not done the statistical job necessary to prove my point (I 


am sorry, Sir), | think it probable that ‘indigestion’ is the commonest 


symptom tor which patients consult a doctor. And scarcely ever does he 


talk of ‘dyspepsia’. If he does he ts--or should be suspect of hypo 
chondriasis or of subscribing to the Reader's Digest. In either case he has 
made the diagnosis easier, though not certain. 

Let us listen to the patient then listen patiently and attentively. Let it 
never be said that we do not give him a chance to tell his story ‘out’. Let him 
go on until, when we ask ‘Is that all?’ he, breathless, replies, ‘My God, 
doctor, isn’t that enough?’ All the time, while asking no leading question, 
we are guiding him, almost unknown to himself, canalizing his complaint, as 
it were, into a channel that has meaning for us. For him the symptoms he ts 
describing, whether graphically or laconically, are meaningless — and for us, 
too, without this technique, in which case Ged help us both 

But all this takes time. Of course it does. All things that are worth while 
take time and this is one of them. (The present enforced hustle imposed on 
the doctor is a nightmare, but, like all nightmares, it will pass.) 


rHE PATIENT 
Shorn ot irrelevancy what does the patient tell us? 
(1) He speaks ot discomfort or of pain, and it we succeed in distinguishing 


which of these it is, we have already gone a good way towards clarifving the 
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position. For pain has a meaning of its own. Never mind the superlatives 
‘agonizing’ and ‘unbearable’ are the patient, not his sensations— pain isa 
‘leading’ symptom. He then tells us where the discomfort or pain is — here, 
there or all over the abdomen. 

(2) Fullness, ‘as though I have not got rid of the last meal’. This is to be 
distinguished from flatulence or a feeling of distension, which may, or may 
not, be difficult to get rid of 

(3) Heartburn and waterbrash 

(4) ‘Troubles with the appetite poor, up to complete absence (anorexia), 
excessive or erratic 

(5) Hunger-pain 

(6) Norses (borborygmi) 

(7) Bizarre symptoms, which are not subject to classification, but which 
should not be neglected: neurosis is to be diagnosed on positive, not 
negative, grounds 

Next comes the inquiry into personal habits work, play, sleep, tood 
conditions under which meals are taken. Is the patient a ‘carpet-bagger’? 
Does he eat alone or in company? If in company, whose, and what do they 
talk about? What are the wife’s views on food and what ts the cooking like 
‘T feel 1 wust tempt him’, said the devoted spouse of a fourteen-ston 
dyspeptic, ‘he gets so cadaverous if he doesn’t eat’. Is there anxiety about 
night starvation in an ageing patient? ‘The Spanish proverb ts apt: “Who 


steals an old man’s supper does him no harm’ 


PHYSICAI EXAMINATION 
So much for the patient, without whom, nothing. Now comes the physical 
examination. Of what? Of everything. No doubt, in the great majority of 
cases of indigestion, it is the stomach that is expressing its own dis-ease, but 
again and again the stomach is more sinned against than sinning. ‘There ts 


already a play of thoughts in the doctor’s mind, that is, if the technique of 


handling the patient's symptoms already spoken of has been observed. (‘The 
} 


tudent is often taught to ‘keep his mind a blank’. Far from saying that the 
exhortation isn’t always necessary, I preter to say that such a state ts psycho 
logically impossible.) Is this man just a glutton? Is this a ‘controlling 
appendix? Is the gall-bladder at the bottom of it all? Is this spasm emotional? 
Is this why, this might be a case of Crohn's disease? Is this not indigestion 
at all, but an anginoid state? So there is nothing for it, not even especially 
noteven though the diagnosis mav seen to ‘stick out a mile’: from the calp 
to the soles of the feet and back again if still in doubt. (lime needed again!) 
Special attention is given to the abdomen, of course — a good light, correct 
posture on the couch — but also examination in the erect position -a warn 
and gentle hand but not to the exclusion of the rest of the body. lor the 
stomach is an organ that readily expresses dysfunction in other parts, even 
though, as I say, it has its own troubles 


Perhaps peptr ulcer ( ill fora special note Line concept ola pore uleer 
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phase, although useful as an atde-mémoire during the investigation, should 
not become an obsession. ‘There are several causative factors which should 
be borne in mind when faced with a suggestive ‘ulcer syndrome’, the 
correction of which may cheat the radiologist of his (legitimate) fee. 


An old Scot, suffering from hunger-pain, was advised by his doctor to be x-raved 


1 


‘Told that this would cost him ten guineas he asked what a consultation with a 
physician would cost. ‘Five’, was the reply. The choice was clear. Examination r 
vealed a mouthful of septic teeth, a much too liberal allowance of the spirits of hi 
country, and pipes that were never cleaned. He was given two months’ probatior 


from radiology on condition that these matters were attended to. At the end of this 
time Mr. Mackenzt reported to his doctor that he was cured. ‘But I want to se« 
that consultant again’, said the Scot. ‘It will cost vou another three guineas’. ‘Al 
weel, I want to see him ‘But I hear from your doctor that vou have lost vour 
indigestion’, | said, when he arrived. ‘Yes, doctor, I am a weel man; that must have 
been a verra powerful drug that you ordered for me’. (My note told me that it had 
been ‘sod. bic.’.) ‘Well drugs are powerful according to whether they do their job or 
not’. “Yes, doctor, but winna me body have to pay for it?’ Assurance on this point 
was worth three guineas and the patient was still two guineas up on the whok 


transaction 


rFREATMENT 


Bicarbonate of soda has been outmoded prematurely; it causes the forma 
tion of CO, and, given in excess, may affect the blood adversely; it has been 
replaced by aluminium and silica, which do not do these things. But the 
other virtues of ‘sod. bic.’ have been lost sight of. And why deny the nervous 
dyspeptic, aerophagic or not, the satisfaction of an eructation? “Tell me’, 
quite briefly, ‘what is your main trouble?’, I asked a patient who was show 
ing a tendency to prolixity. ‘Frustrated belching’ was his reply 

Was it not the great Boerhaave who, towards the end of his large prac 
tice, shed drug after drug from his formulary? (‘Some doctor’ an ex 
Minister of Health would have reflected.) But he hesitated, at the last, to 
shed bicarbonate of soda. If | were to erect a monument to “Che Unknown 
Pharmacologist’ it would be to him who first provided us with sod. bic 
\ runner-up would be he who introduced aspirin. But since I often order 
both together —say as a hypnotic for the patient who ‘dines out’ not often 
wisely but very often too well— it might well be a monument to both 

Of the thousands of gallons of medicine that are still (pace the N.HLS.) 
handed out every year to the casualty and out-patients at St. Bartholmew’s 
Hospital, the record is still held by Haust. Gent. cum Rheo Alk. (Alk 
being sod. bic.). How much of the good which this preparation has done to 
humanity since some genius first invented it is due to any one of its in 


gredients none can say. Nor can any man say how many ulcers have been 


prevented, or perforations forestalled, as the result of its ‘exhibition’, nor 


at which part of the gastro-intestinal tract. 

But if anv of my readers is at a loss (and who sometimes is not?) as to 
what to order a patient who clamours for immediacy in treatment (‘ Can't 
you give me something for my indigestion while you are diagnosing me 
doctor?’), let him give this old-world mixture a chance. Not only the 
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radiologist but the clinical pathologist as well as the surgeon may be cheated 
of their victim. ‘I feel better’, the patient may say, ‘can | continue with the 
medicine?’ And now you may add the bromide or the belladonna which 
reflection suggests that the ‘case’ indicates. And you are nearly as clever as 


the patient thinks you are 


rill IMPORTANCE OF BOWEI FUNCTION 
Responsive as it is to a large number of dysfunctions in other organs, it 
would be surprising if the stomach did not react adversely to abnormal 
conditions of the bowels, and, because of the frequency and variety of its 
disorders, especially of the colon. It should therefore be a rule to ascertain 
exactly the state of affairs here in any case of indigestion, even if it is the 
stomach that seems to cry out tor attention 

An old surgical colleague used to declare that ‘the stomach ts a gentleman 
the colon is a cad’. ‘To display frankness is the action of a gentleman: all 
the cards are on the table: with the colon there ts no telling what cards are 
up the cad’s sleeve. Investigation may unearth a diverticulitis or even a neo 
plasm. It is not without significance in this relation that an achlorhydria may 
accompany a colonic carcinoma or even a rectal one; it is not the sole preroga 
tive of cancer of the stomach. And if achlorhvdria, then surely anorexia 
Hatulence —in short indigestion. 

But the inquiry now posed ts equally important in respect of that more 
banal bowel dysfunction, constipation. ‘There are lucky folk whose bowels 
do their work’ and their owners seem to ‘know it not’. (1 am not speaking 
of a caudal lesion.) ‘There are others whose bowels would undoubtedly do 
their work better if they were left alone alone from thinking and alone 
from physic. ‘The patient may be surprised if an inquiry is made about the 
bowels when the complaint is indigestion. ‘Your bowels, do they act regu 
larly?’ I asked a tall, elderly, enteroptotic spinster. She drew herself up to 
her last inch and replied “Uhey'd better’! Such control deserved success 
1 did not ask what punishment would be thought to fit the crime if, by a 
momentary lapse, they were caught napping. Probably the old-fashioned 


remedy ot rolling i cannon-ball over the abdomen would have been the 


method of choice 


rHE LIVER 
Lastly, the patient who says: ‘/ know what is the matter, Doctor, it's my lives 
I feel like nothing on earth. My tongue is beastly, | have no appetite, | am 
giddy and my stools look like putty’. Gall-bladder dyspepsia has attained the 
dignity of a recognizable syndrome; but what is biliousness? A tenth of 


vrain ot calomel every hour for ten doses is all very well, but what has 


] 
i 
} 
i 


actually happened? I accepted the Editor’s challenge to write this artick 


and now I challenge him 





NEUROSES AS SEEN BY A 
GASTROENTEROLOGIST 


By WALTER C. ALVAREZ, M.D., F.A.C.P 
Iimerttus Consultant in Medicine, The Mayo Clinic, Rochester, Minnesota 


\s, of recent years, | have looked back over my professional lite, | have 
often thought that it is a remarkable and significant fact that, having started 
out in life as an internist with predominantly gastro-intestinal interests, | 
should today be seeing mainly persons with migraine, nervous breakdowns, 
neuroses, mild psychoses, and functional troubles. About 7o per cent. of 
my practice is now of this type. As | often point out, | never wanted to 
be a psychiatrist, but now I have to be a sort of one in order to take care 
of the hundreds of persons I see whose bizarre abdominal distress turns 
out to be of nervous or almost psychotic origin. Here, let us‘ say, comes 
an emaciated girl with anorexia nervosa: her trouble is that she is mildly 
psychotic, like her mother before her. Another girl who is regurgitating 
and emaciated is desperately unhappy because her psychopathic mother 
won't let her marry her beau; she recovers the day I talk her parents into 
avreeing to set her tree. A manutacturer who, each morning of late, has been 
belching loudly from 2 to 4 a.m. ts faced with bankruptey because of his 
inability to get a government licence to purchase certain needed metals. He 
stops belching the day I show him that he ts just swallowing an 

\ woman who bloats hysterically is doing it because she is so disturbed 
over her hopeless love for a married man. Another woman who complains 
of spells of nausea has a variant of migraine which is bad now because her 
husband is going out with a blonde. Another woman with a gastric crisis 
type of pain turns out to have a mild epilepsy not previously recognized 
She gets well when given dijantin. A little old lady with a supposed gall- 
bladder disease has an agitated depression, and wanders through the house 
all night, wringing her hands. Her doctor, who knows nothing of psychiatry, 
did not know the significance of this. Another old lady with a supposed 
gastric ulcer is really suffering trom a series of minor strokes which caused 
‘storms’ to go down her vagus nerves 

One in four of my women patients Is suffering trom migraine, and one in 


five of my clientele has what I call a nervous breakdown. Even when I see a 


patient with organic disease, such as’a peptic ulcer or a chronic ulcerative 


colitis, | may have to spend just as much time struggling to correct a bad 
situation in home or office as I do 1n treating the organic manifestations. For 
instance, in a case of cardiospasm seen recently | found that the woman 
‘cramps up’ either when her beau annoys her or when her job gets too 
strenuous. ‘lhe last man seen with peptic ulcer needs not so much diet as selt- 
control so that he will not explode cholerically several times a day; and the 
health of the boy just seen with chronic ulcerative colitis will probably 
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depend most upon how successful | am in inducing his parents to keep the 
peace and stop talking of divorce. A sad-faced little woman, referred to me 
for consultation only because an aunt questioned the advisability of the 
cholecystectomy that was to be performed on the morrow, proved to have a 
normally functioning and stoneless gall-bladder. Her only trouble was that 
her adored husband had died and had left her hopeless, sleepless, without 
sufficient funds, and constantly contemplating suicide. Another woman who, 
after removal of silent gall-stones came to have her common duct explored, 
was suffering only from attacks of migrainous retching brought on by 
annovance with an uncongenial husband twenty years older than herselt 
And so I could go on for fifty pages. 

Obviously, a gastroenterologist or an abdominal surgeon who ts not con 
stantly on the watch for the effects on the digestive tract of emotion, mi 
graine, minor strokes, and mild psychoses is hardly worth his salt; he will 
constantly be making serious blunders. 

‘To show how bad the situation still is: last week I saw a woman whose 
attacks of utter misery and frequent retching appear to have been due to 
migraine. I stopped the attack in which I saw her with an injection of 
ergotamine, and such a result with this drug, I consider, clinches the 
diagnosis. ‘The only thing peculiar or puzzling about her case was the 
severity of the attacks, but this, I feel sure, is due to the fact that her mi 
grainous inheritance from her mother’s side of the family was much re 


inforced by a psychotic inheritance from the father’s side. What is sad to 


relate is that while hunting for a diagnosis and some help, this unfortunate 


woman had nine futile abdominal operations! 


MINOR STROKES AND MELANCHOLIA 

Vinor strokes. Several times a month I see men and women over the age 
ot fifty who have been given, without success, any number of diets and 
treatments for a supposed ulcer or a spastic colon or a supposedly poorly 
functioning gall-bladder, when a couple of questions would have shown in a 
moment that their troubles were all due to a minor stroke which one day 
came suddenly out of a clear sky. Usually when one gets the typical story, 
often from some member of the family, the diagnosis is so easy that any 
junior medical student or even any layman could make it. Why, then, was 1 
missed by a protessor ina medical school? Because he depended entirely 
upon laboratory tests, skiagrams. and the inadequate history taken quickly, 
thoughtlessly and aimlessly by an assistant 

Involutional melancholia.—--very month | see elderly women who have 
been given scores of injections of aestrogens, and any number of diets and 
medicines to relieve digestive distresses, and all without result. Why did the 
treatment fail? Because all the woman had was an involutional melancholia 
with its terrible restlessness and utter misery. Perhaps all her life she had had 
a cyclothymic personality with too wide swings of mood, from great energy 


and ambition, to too great feelings of sadness and guilt and inadequacy 
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Perhaps her mother or an aunt was once insane. Now why wasn’t the 
woman’s trouble quickly recognized? Because (1) she talked only of her 
sore bowel, her gas, her insomnia, and her fibrositic aches, and (2) the 
practitioner had no thought of the brain as the source of the symptoms. He 
doubtless noted the nervousness of the patient and perhaps her sadness and 
unreasoning worries; perhaps, as she told her story, she wept; but since all 
that the tests and the skiagrams showed was a spastic colon, that was the 
label attached to her as she left the office with a prescription for belladonna 
clutched in her hand 

In such cases of mild depression a few electro-shock treatments com- 
monly work a miracle, and the woman goes back to her work again, singing 


and happy, and her old normal self 


DISTRESSES AND MISERIES 

Distresses not related to digestion. As a gastroenterologist | am constantly 
seeing persons who are complaining of abdominal ‘pain’. Many of them have 
been operated on for it without result. It is sad to contemplate the fact that 
they would not have had the futile operation if only the physician had asked 
one question, which ts, ‘Are these distresses of yours related in any way to 
the taking of food or the passing of faeces or gas or the taking of an enema?’ 
If the practitioner had asked this and had learned that the pain had no re- 
lation to any part of the cycle of taking food and evacuating its residues, he 
might have seen that the cause could hardly be a lesion anywhere along the 
course of the digestive tract. 

Another question, if asked, would have shown that the distress had 
nothing to do with urination and in the case of women, a further question 
would have shown that the trouble had no relation to menstruation 
Evidently, then, it could hardly be arising in che pelvic organs. 

Aches and ‘miseries’.--Another question, if asked, would have revealed 
instantly that the trouble was functional in nature. All the physician needed 
to have done was to ask if what the assistant had recorded as a ‘pain’ was 
really not a pain but more an ache, or a distress, or a soreness, or burning, 
or ‘an uncomfortable consciousness of the side’, or perhaps what the 
American Negro calls a ‘misery’. This is a discomfort spread vaguely over 
a considerable area. Oftentimes, when properly questioned, the patient 
says, ‘Why, no, this is never a pain; it is just a little ache. | wouldn’t even 
bother about it if only 1 knew that it would never turn into anything’. Often 
she says it is forgotten during the day when she is busy: it comes if she has 
nothing to do, or when she settles down in bed and has time to notice it. 

Usually there can be no further question about the diagnosis when the 


patient says that the trouble is really only a burning. Burnings are practically 


always parasthesias in the skin. They are never helped by an abdominal 
operation even when the patient has, in addition to the neurosis, an ulcer 
Absolutely diagnostic of a neurosis is the statement that the trouble is not a 
pain but ‘butterflies’ in the abdomen or little pinches or flutterings. 
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Many patients, when asked to show where their burning ts, will move the 
hand up from the epigastrium over the sternum. ‘This almost always means 
heartburn, which is practically always functional. Even when a man with 
heartburn has a peptic ulcer, his burning is incidental and not produced by 
the ulcer. It is not helped by the taking of food which relieves the ulcer 
pain. Curiously, in these cases, attacks of heartburn and attacks of ulcer 
never come together: they alternate. 

The constancy of a ‘misery’ and what this means. Otten the answer to just 
one question would rule out organic disease in the abdomen, and that ts 
the statement that the ache or misery is present day in and day out and year 
after year. If the patient wakes in the night he or she can feel it. In my 
experience, a constant misery is always referred out trom the brain. As all 
good physicians know, distress or pains due to organic disease in the abdo- 
men are practically always intermittent. ‘Thus, an ulcer causes pain only at 
certain hours of the day, and often for only a month or two out of each 
year. Gall-stones will produce colic, perhaps a few times in a year, and 
perhaps some flatulence now and then. But a minor stroke or a mild 
psychosis can produce a misery which is constant over the course of years 
In such a case, no sedative, not even morphine, will give good reliet, and 
this is diagnosti 

4 MILD THALAMIC SYNDROMI 
Occasionally | see a patient who complains of an ache or a misery in one 
loin. In America some urologists still operate tor such a misery, and stitch 
up a somewhat loose right kidney, but the results are generally so unsatis 
factory that at a place like the Mayo Clinic the surgeons practically never 


verform this operation. In most cases the urologist would not have operated 
| | | 


if he had only asked one question: ‘Does this distress spread all up and down 
your right side?” Commonly the woman answers: ‘Yes, that’s my bad side; 
often for days after I have gotten tired or lost my temper it hurts me more 
than usual, all the way from my right shoulder to my right foot’ 

Insucha case acaretul history will sometimes reveal the fact that the distress 
came suddenly one day, probably with the thrombosis of a little blood vessel in 
a thalamic nucleus through which most of the sensory tracts of the body pass 


For instance, one of my patients, on being asked about the beginning of a distr 
for which she had been given many diets and antispasmodics, said that it came 
suddenly two vears before, when she woke from an anwsthetic. Since then it had 
been constant. She had a definite, though mild, thalamic syndrome with a misery 
all along her right side from shoulder to foot. Very interesting in this case was the 
woman's answer to my question about sensations in bladder and vagina and rectum 
She said that, with the coming of the distress in her nght side, she found intercourss 
almost unbearably painful because the mght side of the vagina had become tre 
mendously hypersensitive! This woman passed through more than one great 
university clinic without the correct diagnosis being suspected because she talked 
only about her sore right ‘kidney’, and Jrence remained in the hands of urologist 
They x-rayed and studied her at length and found nothing wrong with her 


\ mild thalamic syndrome is to be found in some relatives of the psychotic 


or the epileptic 
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ABDOMINAL ACHES 

Aches in the abdominal wall._-As a gastroenterologist I see almost every 
week persons whose abdominal ache or pain is due purely to arthritis of 
the spine with a related neuritis, or a fibrositis of the tissues of the abdominal 
wall, or a perichondritis in the lower part of the thoracic wall. Usually two 
or three questions make the diagnosis clear. First, the practitioner can find 
that the trouble is not at all related to any part of the digestive cycle or to 
urination or, in women, to menstruation. ‘Then he can find that what makes 
the pain worse is sitting long, or lying long in bed. ‘The distress is relieved 
best by getting up and walking, or by getting into a tub of hot water. Some- 
times at six in the morning the distress gets so bad that the person has to 
vet out of bed and walk around. 

In these cases it helps much to learn that there are aches in the chest wall 
similar to those in the abdominal wall. Sometimes, because of the chest 
pain, the patient will have been told that he has angina pectoris, but this is 
a mistake easily avoided because arthritic pain is long-lasting and relieved, 
not aggravated, by exercise. In these cases one usually learns that the patient 
has had aches of arthritic or fibrositic origin in the extremities. Often he has 
had attacks of wry neck, lumbago, backache, sciatica, or so-called sacro- 
iliac disease. Occasionally, in such cases, if one lifts up a fold of the skin and 
fat of the abdominal wall and pinches it, one finds that the distress com- 
plained of is not deep in the abdomen but out in the wall. Similarly, pressure 
over a few ribs or over the ensiform appendix will show that, with the ache, 
there is an abnormal tenderness, due to a perichondritis. 

1 few abdominal aches follow an accident.—1 remember a woman who 


was operated on first for a supposed chronic appendicitis and later for 
| PI 


supposed disease in her pelvic organs, simply because the physician didn’t 
think of asking her how her trouble started. When I asked her, she said she 
never had had any abdominal distress until one day when she slipped in the 
bath-tub and fell over the side. As she said, she almost broke herself in two 
When asked to take her hand and show me where her pain was, she moved 


it slantingly down along the course of a spinal nerve on the right. Evidently, 


she had a ‘root pain’ due to her spinal injury. In other cases like this I have 
found an injured nucleus pulposus, or a small tumour pressing on the spinal 
cord. 
MIGRAINE AND PSYCHOSES 

Vigraine.-_ A large percentage of my patients who come with supposed 
disease of the digestive tract turn out really to be without disease in the 
abdomen; all they have is migraine. Often when it is atypical or when, as 
so commonly happens, the patient does not mention sick headaches, the 
syndrome ts not recognized by the patient’s family doctor. It must be re- 
membered that many migrainous persens, when seen in middle or later life, 
are no longer suffering from their old headaches or vomiting spells. All they 
now have are attacks of extreme and sudden fatigue, dizziness, aches and 
pains, vague ill health, or an inability to work steadily. If the person has 
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any headaches these may begin in the nucha and spread all over the head 
Often the diagnosis can be made (1) by noting that the woman has a trim 
little body and a keen quick mind and attractive personality, and (2) by 
asking and learning that in earlier life there were many typically unilateral 
migrainous headaches with perhaps a scotoma, nausea, and even vomiting 

It is not well enough known that the character of the migrainous storm 
varies not only from person to person but throughout the life of the in- 
dividual. For instance, in childhood a girl may come home from school with 
the so-called cyclic vomiting; later in the 20’s she may have unilateral head- 
aches with a scotoma, nausea and great prostration. Later, between the age 
of 30 and 50, she may be free from headaches, but may have occasional short 
spells of fatigue or dizziness or depression. ‘hen, in the 50’s or 60's, because 
of the loss of her husband, a child, her home, her money, or her iob, or the 
coming of hypertension or cerebral arteriosclerosis, or a little stroke, o: 
because of the outcropping of a familial tendency to psychosis, she may 
develop a distressing syndrome which appears to be that of an atypical 
migraine 

1 psychotic inheritance In recent years I have become more and more 
impressed with the fact that a large percentage of the patients I see with 
bizarre and puzzling syndromes are suffering from a small share of the poor 
nervous inheritance that upset their psychotic, alcoholic or, more rarely, 
epileptic ancestors. ‘loday, whenever I see a person who is belching re 
peatedly and norsily, or suffering greatly from regurgitation, anorexia 
nervosa, unexplained nausea or vomiting or diarrhwa, or a feeling of un- 
certainty about the body balance, hysteria, great mental distress on eating or 
detacation, a vreat desire to have the abdomen explored, or some weird 
disturbance in swallowing, | immediately ask, and usually find, that one or 
more of the near relatives has been either psychotic or decidedly alcoholic 
\fter studying hundreds of these people | am satisfied that their bizarre 
storms in the autonomic nervous system are their share of the family curse 
of psychopathy 

FOOD ALLERGY 

Some of the abdominal distresses I see are due to an alle ryic sensitiveness to 


one or more foods, and occasionally by thinking of tood allergy and getting 


the patient either to go on an elimination diet for a couple of days, or to keep 


a list of unusual foods eaten a few hours before the coming of pain or 
flatulence, | have been able to work a miracle of healing. | have seen pertect 


imitations of gall-stone colic and ulcer pain due purely to tood allergy 


TREATMENT 
‘Lhe question now is: What can be done for all these people ? Unfortunately, 
in many cases nothing very much can be done in the way of a cure, but the 
physician can be well pleased with his work if he succeeds at least in stopping 
the patient from going from one useless examination and one useless opera 


tion to another. In the United States todav too many of us. physt lans and 
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intelligent laymen alike, have the idea that when symptoms do not clear up 


all that is needed to work a cure is to get a so-called complete overhaul with 


plenty of blood chemistry and many radiological studies. If this does not 
work a cure, the thing to do is to repeat the overhauling, this time getting 
even more tests. Naturally, when the patient’s troubles are purely psychic or 
nervous in origin such studies reveal nothing, or nothing of any clinical 
significance. As | often tell my students, there is no laboratory test which 
will show that the woman on the other side of the desk is dying of a broken 
heart or is goiny insane, or ts fighting every day with an alcoholic or mean 
husband 

There are several bad features about trusting so implicitly to an overhaul 
the worst perhaps is that often a physician uses this technique to avoid 
working and thinking. It gets his patients quickly out of the office; it blinds 
his eyes to the fact that he has not taken an adequate history, and when the 
reports of the laboratories come back to him, in reading them he spends 
what little time he has allotted to the patient. Often he hardly looks at him, 
and he certainly does not talk to him about his life problems and what he 
needs do to get well. Many surgeons evidently operate with the idea that 
when they have the abdomen opened they will surely find a lesion to explain 
the symptoms, and can then attend to it. Often, of course, they must fail to 
help because there is no lesion there. 

Many of the patients with neuroses can be greatly helped by the sort ot 
advice that any wise old physician can give: advice in regard to facing more 
sensibly the problems and sorrows of life, or getting more rest and sleep, or 
trying to cut down on worries and strains. Arthritic and fibrositic pains can 
often be helped with the aid of heat and aspirin, and diathermy and massage, 
if the patient can afford it or can find a physiotherapist to help him. 

My favourite drugs for nervous patients are the barbiturates, because so 
often the surest way to help a worn-out person is to give sleep. A few nights’ 
sleep will usually do more for a tired mother than any other type of treatment 
one can give her. Often one would like to give her a vacation away from the 
children. ‘That is what she needs most, but she can't afford it. So many 
times in a day we doctors cannot help much because the patient cannot fill 
our prescription for a rest or a little maid in the house or a better husband, 
or one who earns more or ts better liked, or does not drink. Often I feel like 
saving to a woman that if she had only spent the large sums, wasted on 
overhauls and operations and hospitalizaticns, on a maid to help her with the 
housework (granting that she could have found one!) she would now be 
well, Sometimes the only way of helping a little worn-out mother of several 
children is to find a sister who will help her for a tew weeks 

Women with migraine must try to get more rest and to avoid tensions 
conflicts, resentments and overdoing. ‘hey must learn to live within their 
means of strength. | know of no drug that will cut down the frequency of 
the attacks, but when a headache comes it can usually be nipped in the bud 
with a dose of ergotamine. Once the woman is nauseated it is useless to give 
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this by stomach. It works best when injected hypodermically, but becauss 
the patient usually can’t or won't take it that way, I give it in the form of a 
rectal suppository 

Women who are sutlering from neuroses and minor psychoses, with 
phobias and compulsions and senseless worries, can often be encouraged to 
fight harder against their curse. Many are helped most when given an 
understanding of their problem, plus some reassurance 

| seldom waste much time on psychopaths of low intelligence who cannot 
or will not cooperate in any treatment. I do not attempt to treat persons with 
a severe form of hypochondriasis, and | do not try to cheer up a person who 
is ina depression. | send him or her for electro-shock treatment 

I know of nothing that will relieve the utter misery of some of the in 
dividuals who, after a minor stroke, have lost all joy in life. | have little hope 
of ever helping many persons with a bad psychotic inheritance who, | know, 
will continue to have trouble in adjusting to lite no matter what ts done for 
them. Some fall in the groups of the chronic complainers, the constitutional 
inadequates, the persons with neuro-circulatory asthenia, and the constantly 
petitioning veterans, the unemployable men, and the constant seekers after 
compensation for a slight accident. ‘The wise physician will not spend much 
of his time tussing with them because he will only waste his energy 

Otten the big thing ts to know that in a certain case no amount of dieting 
or giving of re laxants or supposed digestive aides will do any good lo Tie 
it seems silly to give a diet to a woman whose belching is due purely to 
anxiety or psychopathy, or whose abdominal aches and miseries are due to a 
muld depression, or unhappiness with an alcoholic husband. | hate to give 
diet and medicine to a person ill because ‘caught in a trap’, like the sweet 
frail girl who could not marry her beau because she had to go on supporting 
her mother and her drunken father 

Ihe sad thing is that in a terribly busy day it ts often impossible to step 
and really grapple with the problems of our patients It would be bad 


enough if these patients only knew enough to tell us quickly what sort of a 


trap they are in, what their great unhappiness is due to, or what hygienic and 


other sins they are committing. Unfortunately, in many cases it would take 
an hour or two to drag the story out, and often, then, it can be obtained 
only trom a relative 

CONCLUSION 
1] do not know what the answer ts. All | know ts that if the huge sums now 
being wasted on examinations and operations were being spent on adequate 
history-taking and adequate grappling with lite problems by wise old 


tashioned doctors, the results would be immensely better 





PEPTIC ULCER DYSPEPSIA 
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Pepric ulcer comprises a group of ulcerative conditions of the stomach 
and duodenum in which the incidence and emphasis of the various types 
have changed much in the past half century, and probably are still changing 

lifty years ago duodenal ulcer was almost unknown: gastric ulcer was 
common, especially in women, and often caused perforation and hamor- 
rhage. Many of these were acute ulcers, and acute gastric ulceration ot 
this kind is unknown today. Acute erosions which are in fact small super- 
ficial gastric ulcers are still found, but their sex incidence is evenly divided, 
they do not perforate though they may bleed, and their diagnosis ts entirely 
endoscopic. ‘They do not cause any recognizable dyspeptic syndrome, and 
are evidently quite a different condition from that described so commonly 
in women half a century ago. Chronic peptic ulcer, on the other hand, is 
well recognized as it commonly causes a clear-cut pattern of symptoms 
The high incidence of this condition at the present time ts striking, and 
although gastric ulcer may be steady or declining, duodenal ulcer ts certainly 
increasing in frequency and does not appear yet to have rea hed its 
MaNWNtiM 


In London the incidence of chronic pept ulcer as revealed by the survey of 1yst 
conducted by Doll, Avery Jone s and Buc katzsch (19gst) shows 1n men a Steady rise 


to a maximum of 9.6 per cent. in the age-group forty-five to fifty-four, and in 


women a rise to 6 per cent. in the age-group fifty-five and over. Applying the re- 


sults of this survey to the population as a whole, Doll calculates that 5.8 per cent 


of men and 1.9 per cent. of women between the ages of fourteen and sixty-four 


suffer or have suffered from peptic ulcer (971,000 men and 478,000 women out of 
a population of 42,850,000 in 1946). Not all these ulcers are, of course, active at the 
same time, but 55 per cent. of the individuals who had had ulcer were still getting 
relapses after the age of fifty-five 

Having regard to the fact that peptic ulcer is often a chronic relapsing 
disease with a long course, its importance in terms of individual misery 
and loss of manpower to the country is great. 

There are striking differences between gastric and duodenal ulcers 
ditferences of sex and geographical incidence, symptomatology, and fatality, 
and these differences, which are much stressed today, may well provide 
importaat clues in the difficult search for the actual cause of ulcer. From 
a practical point of view they are reflected in a somewhat ditferent thera- 
peutic approach to gastric ulcer and duodenal ulcer, but it must be said 
that many of them are based largely on anatomical differences, and at 


present, even from the etiological standpoint, | remain more impressed 


with the similarities than the differences. ‘The gastric mucosa is not iden- 
tical with the duodenal, and the anatomical relations of the first part of the 
ducdenum, so well described by Ogilvie (1952), are not those of the lesser 
curve of the stomach. 
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DIAGNOSIS 

The diagnosis of peptic ulcer is generally easy, and if a proper history is 
torthcoming, can be made on clinical grounds in the majority of cases, and 
certainly in most of those who have had ulcer for any length of time. ‘The 
clear story of complete remissions and relapses, the daily regularity of 
timing of ulcer pain, the occurrence of food relief, and the tendency to 
wake with pain in the small hours, make a familiar picture. The ditferential 
diagnosis between gastric ulcer and duodenal ulcer is far less sure, for 
many gastric ulcer patients give a history typical of the classical duodenal 
ulcer. ‘The textbook story of gastric ulcer, i.e. pain immediately after food 
culminating in vomiting which relieves the pain, is in fact not common and 
is found only in cases of large chronic gastric ulcers, and generally in 
elderly people 

Difficulties in the clinical diagnosis of ulcer are 

(1) In very large ulcers, very deep ulcers, and especially very large 
gastric ulcers. Here the pain may be quite atypical, both in site and timing 
to such an extent that even the possibility of peptic ulceration may not 
occur to the physician. | recall two patients whose pain, of a typically renal 
distribution, led to a suspicion of renal calculus and full and fruitless renal 
investigation. In these cases, whatever the site, pain is likely to be severe 

Deep, penetrating posterior ulcers often cause severe boring back pain 
which may completely overshadow the abdominal symptoms. ‘Thus a 
middle-aged doctor had severe intractable lower dorsal back pain, thought 
at one time to be of root origin. Lumbar puncture and intrathecal myelo- 
graphy were carried out before the penetrating, posterior-wall gastric ulcer 
was discovered 

(2) The onset of stenosis changes the whole clinical picture and the ulcer 


pain loses its regularity of timing. I have been impressed of late by the 


difficulty in many cases of recognizing stenosis clinically. The typical case 
with copious foul vomits, visible gastric peristalsis, and emaciation repre 
sents only a proportion of patients with stenosis. In some, vomiting may 
occur seldom or never, and when it does is not foul or particularly copious; 
pain may be anywhere between the left mammary and the suprapubi 
revions. 

In both these groups the clue is provided by the past history of typical 
ulcer symptoms. Patients in these groups may be, and often are, so over 
whelmed with their preseat symptoms, that they do not spontaneousls 
volunteer the history of the preceding, relatively mild, typical ulcer 
symptoms, but if these are inquired for specifically they will be found 

(3) A minority of otherwise straightforward and uncomplicated ulcer 
patients have quite atypical and misleading symptoms. ‘Thus vomiting 
alone may on occasions be the presenting feature, and in others pain may 
be in a bizarre situation. One patient of mine with duodenal ulcer had left 


shoulder-tip pain. It always occurred when the stomach was empty, how 
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ever, was relieved by food constantly, and woke him regularly at 1 a.m 

(4) A chronic ulcer may present for the first time with a complication 
usually hamorrhage, less often perforation 

lor these reasons x-ray confirmation is required in suspected ulcer cases 
‘The object is to show whether the case is one of gastric ulcer, or duodenal 
ulcer (or both), to define the precise site of the ulcer, how large and (very 
roughly) how deep it is, and whether or not stenosis is present. ‘There are, 
however, certain limiting factors in the x-ray diagnosis of ulcer which are 
worth noting: 

(1) The ulcer may be missed. ‘The radiology of the stomach and duodenum 
is not a penny-in-the-slot procedure. Interpretation and experience play 
a large part and are not necessarily equally advanced in every x-ray centre 
If the x-ray findings are incompatible with the clinical picture, the prac- 
titioner will be well advised to back his own judgment of the case, and it 
the history suggests ulcer the patient should be managed on ulcer lines. 
Gastroscopy plays a definite part in the diagnosis of these ‘clinically positive, 
X-ray negative’ cases 

(2) Ulcer may be diagnosed when it is not, in fact, present. Particularly 
in the upper posterior wall of the stomach, inaccessible to palpation under 
the screen, irregular mucosal contours lead not infrequently to a wrong 
diagnosis of gastric ulcer. Secondly, scarring from a long-healed duodenal 
ulcer may simulate ulcer in a patient who has not had symptoms for years 
The only true radiological criterion is the presence or absence of a crater, 
and it may not be technically possible to provide this proof. Again, we have 
to consider the x-ray appearances in conjunction with this history. ‘he two 
cannot be divorced 

(3) The radiological diagnosis of ‘duodenitis’ often implies duodenal 
ulcer which it is not possible to demonstrate. 

(4) Once a duodenal ulcer has been indisputably diagnosed both clinically 
and radiologically, there is little object in x-raying the patient again, unless 
it is thought that stenosis is developing. In healing, most duodenal ulcers 
leave some degree of permanent deformity of the duodenal cap which is 
difhcult or impossible to interpret correctly radiologically, and the sub- 


sequent state of the ulcer is, in fact, better assessed clinically than by 
| ’ 


repeated x-rays. In general, duodenal ulcer patients are x-rayed far too much 

This does not, however, hold good for gastric ulcer. Here scarring plays 
a lesser, and the actual ulcer crater a greater, part in the x-rav picture 
Healing or extension of a gastric ulcer can be reasonably accurately assessed 


by x-rays, and the information obtained ts valuable 


TREATMENT 
There have been no dramatic recent advances in the treatment of ulcer, 
nor ts it likely that there will be until more is known about the causal 


factors. ‘There has, however, been steady change in a number of directions 
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Of these changes the most important ts the increasing use of partial gastrec- 
tomy, which has now become a remarkably safe operation. Improved 
surgical technique is only one of the factors responsible for this: anti 
biotics, modern anasthesia, and the rational treatment of electrolyte 
imbalance and postoperative lung complications have all contributed 

Vedical treatment has changed in quite a different way. A general impres 
sion that medical treatment is often unsatisfactory, particularly in the 
prevention of relapses, has been growing for some years, and the known 
fact that some ulcer patients do very well when they break al! the accepted 
rules, and conversely, that some do very badly even though they adhere 
faithfully to the detailed regime prescribed, has led some to question 
seriously whether much of the orthodox and traditional detail of medical 
management has any value whatsoever. It is, in point of fact, exceedingly 
difficult to find out what are the results of medical treatment. Martin and 
Lewis (1949), in one of the few long-term follow-ups of ulcer patients 
that have been made, concluded that medical treatment did not intluence 
the natural course of the disease. ‘This may or may not be so, but the 
danger of a too facile acceptance of a statement of this kind ts that it ts 
easy to make the reductio ad absurdum and conclude that individual ulcer 
patients are not benefited in any way by medical treatment. Bearing in 
mind also the way in which ulcer patients are often relieved of their symp 
toms, at least temporarily, by quack remedies, substances of highly dubious 
value (e.g. histidine) and deliberately administered inert substances, it can 
be seen that it would not be difficult for therapeutic nihilism to supplant 
reasonable scepticism, and for the present admittedly rather unsatisfactory 
medical treatment to be replaced by no treatment at all 

Those of us who see many ulcer patients can readily tall under this 


spell, for we see constantly the bad results. The patients who relapse go 


on attending the clink ‘Those whose ulcer heals permanently seldom 
return in triumph to tell us so— they quietly disappear, and the clear 
evidence that many ulcers do heal permanently is only occasionally revealed 
by such studies as long-term follow-up, industrial surveys, and ulcer scat 
incidence in routine post-mortem series 

In contrast, the resu/ts of gastrectomy are so frequently in print that few 
can escape reading them (although presumably only the better ones are 
published), and certainly in cases of chronic, frequently relapsing ulcer, 
they are good. ‘The mortality in skilled hands and with caretul pre- and 
post-operative care, is low and compares favourably with the natural 
mortality of ulcer itself, due mainly to the complications of hamorrhage 
and perforation. ‘This ulcer mortality. has certainly declined in the past 
twenty vears, but for various reasons is unlikely to fall much lower; it 
remains appreciable, and largely, so far as therapy is concerned, negatives 
the operative mortality of gastrectomy. ‘The consequences of gastrectomy 


in an ulcer patient should today be considered rather in terms of future 
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morbidity than present mortality. A patient who parts with three-quarters 
of his stomach is seldom ever again quite as fit and robust a man as he was 
before operation, and a proportion of gastrectomy patients become afflicted 
by some combination of those strangely assorted symptoms and signs re- 
ferred to collectively as the ‘dumping syndrome’. ‘These are undoubtedly 
very common in some degree in the early postoperative course of gastrec- 
tomies, but they tend to lessen. If they become established, however, they 
remain permanently, and there is little then to be done, either by medicine 
or surgery. A patient who has exchanged mild and infrequent ulcer symp- 
toms for this permanent and incapacitating disability has made a bad 
exchange. Furthermore, much weight may be lost after gastrectomy and is 
regained often with difficulty or not at all. ‘This is not only fat; muscle 
tissue is lost also, and bodily strength and earning capacity may be 
diminished. Were it not for these considerations, operation would be 
advised even more readily than it is at present 

‘The indications for surgery are somewhat different in the case of gastric 


ulcer from those in duodenal ulcer. 


SURGICAI TREATMENT 

Surgery in duodenal ulcer._Vhe indication here is failure of medical treat- 
ment to achieve permanent healing, and the occurrence of frequent bouts 
of incapacitating symptoms. Many duodenal ulcers heal permanently, 
either spontaneously or as a result of treatment, and every duodenal ulcer 
seen early in its course should have this chance, even if the patient’s activities 
do have to be limited to some éxtent for a few years. It can, however, be 
stated dogmatically that an ulcer which has been relapsing frequently for 
ten years or more has next to no chance of ever becoming permanently 
healed by any medical regime, and an ulcer seen first at this stage should, 
generally speaking, be offered gastrectomy forthwith. A trial of medical 
treatment at this stage is a waste of time. ‘This statement, however, does 
assume that symptoms are severe. Some duodenal ulcer patients have 
relapses of mild symptoms which are not progressive and are relatively 
easily controlled as and when they occur. In this group gastrectomy should 
not be advised, even with a much longer history than ten years. 

‘he incidence of complications, such as severe haemorrhage, perforation 
or stenosis, may well prompt surgery at an earlier date, but in their absence 
it is well to give the ulcer ten years’ chance to heal permanently. An excep- 
tion, however, is afforded by those cases of severe duodenal ulcer with 
intractable symptoms in young men in the twenty to thirty age group 
Many of these have a family history.of ulcer and they have a strong tendency 


to prompt relapse after effective medical treatment. ‘These patients should 


be operated on early. 
Surgery in gastric ulcer.—-Gastric ulcer is intrinsically more dangerous 
than duodenal ulcer. The results of medical treatment are less satisfactory 
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and, conversely, the surgical results are better, as anastomotic ulcer 1s 
almost unknown after gastrectomy for gastric ulcer. Furthermore, in gastric 
ulcer the possibility of malignant disease has to be reckoned with. ‘The 
risk of malignant change in a chronic benign ulcer ts small. Much 
more important is the possibility that the ‘ulcer’ was always a cancer 
Some scirrhous malignant ulcers are now known to run a long course, 
even of years, and even with the full resources of radiology and gastroscopy 
mistakes in diagnosis occasionally occur, and will continue to occur. Since 
of all types of gastric cancer this is the group in which operative treatment 
is most hopeful (Swynnerton and ‘Truelove, 1952), earlier diagnosis can 
potentially improve still further the results. It is not correct, however, to 
infer from these remarks that gastrectomy should be an automatic choice 
in gastric ulcer, because the nature of the gastrectomy will be far more 
radical and carry a naturally higher operative mortality in cases diagnosed 
as cancer. Moreover, inspection of the ulcer at laparotomy is unlikely to 


carry the diagnosis any further. ‘The critical test in doubtful cases is the 


response to a short course of strict medical treatment, followed by a repeat 


ot the x-ray and gastroscopic examinations Any gastric ulcer not then 
showing clear evidence of healing should be regarded as probably malignant 
and operated on without further delay. Ulcers distal to the incisura 
especially after the age of forty-five, have rightly a sinister reputation and 
should be regarded from the start as probably malignant 

\part from these considerations of malignancy which are a special feature 
of gastric ulcer, gastrectomy should be advised in patients with a history 
of five vears or longer: earlier in cases which relap e tollowing proved 
healing after medical treatment, cases which survive serious hamorrhage, 
and in cases under strict medical treatment which are not healed after six 


we eks. 


MEDICAL TREATMENT 
‘The aims of medical treatment are three 

(1) ‘lo heal the ulcer 

(2) ‘To keep it healed 

(3) If 2 tails, so to guide the patient that (a) he retains a reasonably 
robust and balanced ovtlook towards his ailment; (b) relapses when they 
occur are sensibly dealt with until such time as the ulcer finally does heal 
or it is judged that operation should be carried out. 

\s the cause of ulcer is not known, medical treatment is aimed at reducing 
so far as possible the influence of all factors thought, even on slight factual 
evidence, to predispose to ulcer, and it is natural that many different thera 
peutic approaches have been employed. ‘They are exactly as numerous as 
are the possible predisposing agents which have been postulated. As the 


importance of some of these has been seriously questioned, so has the value 





24 THE PRACTITIONER 
of the corresponding therapeutic procedure, and a certain amount of dead 
wood is quietly being eliminated. It cannot be too strongly emphasized 
that peptic ulcer is a disease of great natural variability in its severity, that 
its causes may well be multiple, and that it occurs in people ditlering 
widely in personality, occupation, environment and heredity. Ulcer manage- 
ment is therefore a very individual problem and advice which may lx 
indicated in one may be inappropriate in another. Phenobarbitone, for 
example, is of great help to many ulcer patients but not to all, and amphet 
amine is indicated in some of these latter; smoking again may be definitely 
harmful to occasional patients; in most it probably does little or no harm 
The connexion between the emotions and the symptoms in many ulcer 
patients is so clear as to be obvious. This does not mean, however, that we 
can define in ulcer patients any precise or constant psychological disorder 
Peptic ulcers occur in the most diverse personality patterns, ranging from 
the apparently completely normal to the hopelessly unstable psychopath 
Many are tense and anxious, some are depressed, some are hysterical 
some are ambitious people with much energy and drive, but this latter 
type is certainly not universal, and it should be remembered that most 


people who would be regarded by their associates as over-endowed in 


these characteristics do not, in fact, develop peptic ulcers 

Details of management depend a great deal upon the patient's personality 
and environment and demand more knowledge of the patient than can 
usually be obtained in one or two interviews; his family doctor is in by far 
the best position to know exactly what rules and regulations must be 
enjoined on the ambulant ulcer patient, and which can be dispensed with 
It is useless to lay down instructions which patients cannot carry out. ‘The 
healing of an ulcer in hospital ts relatively easy; nobody, however, can 
successtully look after an ulcer patient for a long time without knowing 
him well. 

When it is decided that a patient with peptic ulcer is to be treated medic 
ally it is important that a definite policy be defined and kept in mind. In 
many cases, though not all, the patient also should be aware of this policy 
‘Thus, for example: “his man of thirty-two with duodenal ulcer of two 
vears’ standing is not going to be operated on if 1 can help it for another 
eight years unless (1) his symptoms get severe and uncontrollable or (2) he 
has severe haemorrhage or pertorates. He may get relapses in the future and, 
it so, they will be treated as and when they occur in the way which seems 
best at the time until either the ulcer ceases to relapse, or it is evident that 
permanent healing is not going to take place, and medical management 
will be abandoned’. Or again— “This business man of sixty-three has been 
getting duodenal ulcer symptoms for nearly twenty years. ‘hey are clearly 
connected with business anxieties and I have always in the past managed to 
get him over his relapses without much difficulty. Symptoms are infrequent, 
are not worsening, and in any case when he retires in two vears’ time are 
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likely to get much less. I am therefore not going to be stampeded by him or 
by his family into advising a gastrectomy now, even though the history is such 
a long one, and shall continue to treat him as | have done in the past’ 


If possible, a serious attempt should be made to secure sound healing ot 


the ulcer early in its course, for this greatly diminishes the chance of later 
relapse. ‘This implies treatment in bed. Peptic ulcers take four to six weeks 
to heal and the patient must stay in bed for the full six weeks. Any abbrevia- 
tion means time wasted. ‘he details of bed treatment in gastric ulcer are ot 
less importance than its duration. Prolonged horizontal rest is the important 
tactor. In cases with severe symptoms a few days on hourly milk feeds or 
a continuous milk drip are necessary, but the patient can then graduate 
forthwith to an ample soft bland diet with milky drinks between meals 
Antacids are unimportant; belladonna is seldom indicated; sedatives 
should be given when sedation is required 

In the case of duodenal ulcer there is a litthe more to be said. Her 
reduction of gastric acidity should be undertaken. It can be done con 
veniently, and with remarkably little discomfort to the patient, by the use 
of the continuous milk drip. ‘Three soft bland meals can be given in addition 
with the tube remaining m situ. Although the continuous milk drip is 
probably the most efficient method it is clear that many ulcers heal satis 
tactorily on orthodox dietary schemes, and the same dietary regime may be 
employed as for gastric ulcer. In this case an antacid such as ‘gelusil’ 
tablets, 2 two-hourly should be given throughout the waking hours, and 
rapid gastric emptying should be checked by giving either full doses of ting 
ture of belladonna or by /-hyoscyamine, 1 100 grain (0.65 mg.), by mouth 
twice daily, and by the use of olive oil, } 0z. (14 ml.) between meals. Sedation 
is usually indicated, and if phenobarbitone, | grain (32 mg.) thrice daily, 
does not suit the patient, sodium amytal, 1 grain (65 mg.) thrice daily, may 
be used. 

The results in patients with duodenal ulcer of not too long standing 
and of a sensible and stable temperament, are good. Any peptic ulcer not 
healed after six weeks, however, will never heal soundly; no further time 


should be spe nt, and gastrectomy should be advised 


AFTER-CARI 
he subsequent care of the patient depends for its detail upon the many 
factors mentioned above. if any remediable cause of emotional upset can 
be discovered it must be dealt with. Even if it 1s not remediable it is well 
for it to be brought into the open and freely discussed. Diet must not be 
too fussy. Ulcer patients readily develop food fads and these should be 
actively discouraged. A patient with a healed ulcer should take a normal 
diet, excluding only fried foods and chemically irritating foods such as 
curries, pickles, and spices, provided that his dental equipment enables 


him to chew adequate lv. For this reason any dental deficiencies should be 
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remedied as early as possible. Although the content of the diet may be 
liberal, regularity of meals, proper mastication, and the practice of taking 
a milky drink and a snack midway between the main meals, should become 
a permanent feature of the patient’s life. Alcohol and tobacco need not 
as a rule be prohibited, but neither should be taken when the stomach is 
empty. ‘The giving of antacids at this stage is debatable, but some such 
conveniently portable preparation as ‘gelusil’ tablets or ‘nulacin’ tablets 
may be given strictly tw6-hourly for an indefinite period. 

Within the framework of the planned policy laid down for the individual 
case, any relapses that do occur will be dealt with as they arise by a return 
to more rigid diet and antacids; by the temporary use of belladonna or 
hvoscyamine, sedation, and if necessary and possible, a brief spell in bed 
It must be appreciated by the medical attendant, however, that this briet 
spell in bed is not a parallel to the serious attempt to heal the ulcer described 
above, but is simply the quickest way to tide a patient over a relapse 

How well or how badly the patient does will depend upon: 

(1) The natural severity of the ulcer process, which in the early stages ts 
usually unpredictable 

(2) The personality and environmental circumstances of the patient 
‘The sensible patient in easy circumstances tends to do well; the psychopath 
with an ulcer does badly whatever treatment is given (including operation) 

(3) The care and authority with which treatment is undertaken. ‘The 


part plaved by this is difficult to define precisely but is certainly great 


Confidence in the treatment prescribed is one of the imponderables in 
ulcer therapy, but few would question its importance. 

Many ulcer patients, not unnaturally, take an intelligent interest in their 
disease, and in discussing it with others and in reading the daily Press, 
they may acquire impressions which are at variance with the advice they 
have received. It is therefore generally desirable for some facts about the 
natural course of ulcer, its prognosis, and particularly the outline of the 
therapeutic policy decided on, to be explained to him reasonably early on 
in the course of the disease. ‘Time spent in so doing, and also in discussing 
with him when necessary ‘deviationist tendencies’ he may have acquired 


trom elsewhere, will never be wasted 
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INDIGESTION AS A MANIFESTATION OF 
CANCER OF THE STOMACH 
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Surgeon, Gastro-Intestinal Clinic, Western General Hospital, Edinburgh ; 
Lecturer in Surcery, Fdinbureh University 


IN England and Wales cancer of the stomach accounts for more than 13,000 
deaths each year; and although the recent decades have witnessed many 
striking and gratifying advances in the management of most forms of gastro- 
intestinal disease, the record of surgical endeavour in the treatment of 
gastric carcinoma is one of almost unrelieved gloom. It is part of the tragedy 
that many of the deaths from malignant disease of the stomach are in men 
at the summit of their powers, whose potential contribution to their family, 
their profession, and their community has by no means been exhausted 


Of more practical import is the disquieting circumstance that of the 


patients referred to the surgeon, only four out of every ten can be submitted 
to an operation which has any prospect of cure or reasonable prolongation otf 
life. Of the remaining six patients, the disease will prove at laparotomy to 
be irremovable in four, and in two the patient is so il, or the disease ts 
clinically so advanced, that even laparotomy is out of the question The 
fate of the more fortunate few in whom the growth can be resected ts very 
precarious, however, tor gastrectomy in cancer of the stomach carries a 
hospital death rate of close on 1o per cent., and even when the immediate 
operative hazards are overcome, there is only a one-in-four chance of sur- 
vival for more than five years. 

‘This is a melancholy recital. At first sight it seems to provide an adequate 
toundation for the widely held belief that cancer of the stomach is the least 
amenable to surgical cure a highly malignant form of neoplasia. Yet there 
is no real evidence that it displays more inherently vicious tendencies than 
other malignant tumours. As in other forms of carcinoma, the rate of growth 
and the ability to spread vary within wide limits. ‘The proximity of the 
stomach tumour to the liver may make direct invasion of that organ more 
common than, say, in cancer of the rectum; but that apart, the behaviour of 
a gastric cancer does not differ materially from that of the other intestinal 
cancers. 

THE IMPORTANCE OF EARLY DIAGNOSIS 
\ more pertinent deduction from the low operability rate is that most 
patients with carcinoma of the stomach reach the surgeon too late for sur 
gical help-- when, in terms of pathology, the growth has long since ceased 
to be a local affair in the stomach wall or the nearest lymph nodes. In this 
group amounting to 60 per cent.--the cancer has spread beyond the 
limits of surgical excision, not because of any special invasive or riotously 
malignant qualities, but simply because it has been there tor a long time. In 
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most of them the diagnosis 1s patently and immediately obvious. ‘The patient 
is usually in the middle forties, and until the present illness had enjoyed 
impeccable health. Many months before he became conscious of epigastric 
discomfort, which slowly became progressively worse. Lately nausea, 
anorexia and belching had become pronounced, and there was progressive 
loss of weight and of energy. A lump is often palpable in the epigastrium, 
and wasting and anamia are patent. 

‘This is the clinical picture which we encounter all too often, the classical 
picture of our medical texts and the wards of our teaching hospitals; the 
picture, not so much of cancer of the stomach as of the late stages of a 
malignant illness with its attendant nutritional and anamic complications 
Not uncommonly, a year or even more has elapsed between the onset ot 
symptoms and the recognition of the stomach growth; and whilst part of 
this tragic hiatus may be the result of the patient’s reluctance to seek 
medical advice, in part it is due to our own lack of clinical acumen or 
vigilance. ‘This 1s all the more unfortunate in that, once suspected, cancer of 
the stomach is one of the easiest to demonstrate; indeed, in competent hands, 
a positive diagnosis can be established by radiological or gastroscopic in- 
vestigation in virtually every case long before cachexia, repeated vomiting ot 
bloodlessness have left their indelible and unmistakable mark. ‘he physician 
who elects to treat dyspepsia in a previously healthy person over the age otf 
fortv by ringing the changes on the whole gamut of stomachics may well be 


passing a sentence of death, and in the process himself be guilty of culpable 


homicide. 

It is not sufficiently appreciated that when symptoms appear in carcinoma 
of the stomach, the tumour has invariably been present for a considerable 
time, and the situation is now urgent. The earliest symptom of carcinoma of 
the stomach is not a symptom of early stomach cancer, but of already well 
established tumour, 

‘There are several reasons for the initial ‘silence’ of gastric carcinoma 
‘The stomach is a capacious organ, comfortably sheltered under the lett 
costal margin and without the pain mechanisms that protect more super 
ficial structures; and one or more of several events must occur betore the 
yrowth declares itself. It must become so bulky that it gives rise to a feeling 
of fullness in the epigastrium; it must obstruct one or other of the orifices ; 
or it must undergo surface ulceration, or bleed, or pertorate. If it fails to 
do any or all of these, it may remain quite unsuspected and undeclared until 
profound constitutional effects, or the appearance of metastases in the 
supraclavicular lymph nodes, in the liver or in the skeleton provide evidence 
of serious disease. Nearly 20 per cent. of tumours are eventually discovered 
in this way by accident, as it were; and this is the group that will remain 
incurable unless we are ever driven to the regular health examinations which 


some have advocated. 
SIGNIFICANT SYMPTOMS 


Fortunately or it would be tortunate if our patients were better educated 
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or we ourselves more alert-— the large majority of stomach cancers give rise 
to symptoms referred to the gastro-intestinal tract, which may collectively 
be called indigestion or dyspepsia. Vhere is nothing particularly distinctive 
about these symptoms. Indeed, precisely similar symptoms may accompany 
pathological states of greatly varying significance and widely different thera- 
peutic urgency; and this is possibly the most important lesson which we 
must teach ourselves if we hope to detect stomach cancer as soon as it gives 
rise to symptoms 

The pattern of the dyspepsia may not be particularly distinctive, but 
study of the background--the age, the duration and the persistence of 
symptoms, the attendant constitutional effects- is of inestimable value 

‘Thus, cancer of the stomach ts most frequent after the age of forty; and 
indigestion occurring after that age in one who has previously enjoyed good 
health is always suspicious. If it lasts for a week or two, or reappears after a 
short interval of freedom, the patient should certainly be submitted to a full 
gastric investigation. Age, however, is no more than a convenient guide 
Cancer of the stomach is not uncommon betore forty, so that whilst it may 
be permissible in a younger patient to treat an initial bout of dyspepsia by 
simple remedies without recourse to radiological or biochemical explora 
tion, it is unpardonable not to insist on a full-scale investigation if symptoms 
are not quickly relieved, or if they recur soon after a period of reliet 

It is sometimes alleged- and perhaps wisely from the point of view of 
clinical safety that simple peptic ulceration of the stomach does not occur 
for the first time over the age of forty. ‘This is not so; the increasing longevity 
of the race is bringing to light an acute, rapidly developing type of ulcer of 
the lesser curvature of the stomach, especially in elderly subjects. ‘he ulcet 
heals gradually after weeks or months of conservative treatment, and may 
well be due to the occlusion of an arteriosclerotic vessel. But even here, the 
diagnostic problem must be scrupulously resolved, and the subsequent be 
haviour of the ulcer followed with precision 

If age is no more than a guide, the duration of symptoms can be trankly 
misleading. In gastric cancer the history ts rarely longer than a vear; but 
most clinicians have encountered patients who vouchsafe a story of several 
vears’ dyspepsia before cancer is obvious. There has been much speculation 
as to the cause of this. Some have postulated the presence of a symptomatn 
precancerous lesion such as gastritis, simple tumour, or gastric ulcer; and 
indeed, a peculiar and frequent lability on the part of a gastric ulcer to 
undergo malignant transformation is sometimes used as an argument u 
favour of the routine surgical treatment of all peptic ulcers of the stomach 
‘The evidence that carcinoma arises often on the basis of a simple ulcer ts 
not impressive, however; it is based largely on histological examination 


Clinicians are trankly sceptical, and although gastroscopy is now widely 


employed, the change has not been observed endoscopically. It has never 


heen shown that the incidence of carcinoma of the stomach is higher in the 


yvastric ulcer population over torty vears than it isin the non ulcer pop ila 
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tion, and my own experience does not include a single instance of the 
phenomenon. 

On the other hand, gastric tumours can certainly undergo peptic ulcera- 
tion, and there is some evidence that control of the acidity can sometimes 
lead to a measure of temporary healing, or to the resolution of accompanying 
yastritis which for a time may give a quite misleading impression of cure. 
But for all practical purposes, peptic ulcer and gastric carcinoma are 
separate and distinct entities, and the victim of the simple lesion runs no 
special danger of the other. On the other hand he is not immune, and it is 
not uncommon to find a separate ulcer in a stomach containing a carcinoma. 

\ long preceding history of dyspepsia may sometimes be due to disease 
outwith the stomach. ‘The prevalence of gastric cancer is such that it is 
bound to arise occasionally in patients who suffer from cholecystitis, chronic 


pancreatitis, chronic constipation, and functional dyspepsia. A careful in- 


terrogation will often reveal some alteration in the quality or the intensity or 
the timing of the new symptoms, which marks the development of the gastric 
malignancy. Slight changes may be difficult to elicit in unobservant or less 
intelligent patients; and especially in the neurotics too little emphasis may 
be placed by the medical observer on new complaints, to his later chagrin 
when the signs of carcinoma of the stomach become clamant, and the 
patient is beyond surgical aid, 

Persistence of symptoms is sometimes claimed as a valuable sign-post to the 
diagnosis of gastric tumours, and certainly most of the simple dyspepsias 
respond rapidly to the administration of antacids, belladonna, phenobar- 
bitone, and rest. ‘The fallacies, however, are numberless; for many patients 
with cancers improve initially, and even for months, when diet ts adjusted 
and a strict medical regime is endured. On the other hand, persistence of 
symptoms despite treatment is occasionally the sign that a simple peptic 
ulcer is eroding the pancreas, or becoming adherent to the liver or the gall- 
bladder, or is producing an hour-glass contracture or a_ pyloric 
stenosis. 

More help may be derived from the detection of the constitutional effects 
of the malignant process. It is here that the family doctor is so fortunately 
placed, tor with his previous knowledge of the patient, he may himself 
detect the early loss of weight or the tell-tale pallor; or he may elicit from 
the patient's friends or family the story of a lessened relish for food, or a 
diminished zest for living, less pleasure in company and reluctance for 
exercise. A wite or a friend may detect a new tendency to belch long before 
the patient himself is ‘aware’ of his stomach ; and a boon companion may 
observe the altered gastric capacity by the early satisfaction of hunger after 
only a small meal. ‘These are important warning signs, and occurring for the 
first time in a person over forty years of age, they are almost certainly in- 
dicative of cancer; they should certainly be regarded as the evidence of 


cancer until the opposite is proved by a strict and comprehensive gastric 


survey 
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THE DYSPEPTI¢ SYNDROMES 

‘The abdominal symptoms of stomach cancer appear most often to the patient 
as ‘indigestion’. ‘The complaint embraces anything from slight epigastric 
uneasiness to frank post-prandial pain, from transient nausea to obstructive 
vomiting, from reluctance for food to a real difficulty in eating at all. A 
complaint of indigestion therefore calls for a very detailed and persistent 
interrogation, and if the patient has not been particularly observant, or ts 
not a particularly good witness, it is wise to seek his cooperation by asking 
him for the few days following the first interview to keep a careful and a 
detailed account of each symptom, and in particular, a pain chart on which 
he records the time and the duration of any epigastric discomfort 

Although it must again be stressed that there is no specific malignant 
dyspepsia, the majority of cases present as one or other of five digestive 
syndromes: irregular dyspepsia, the peptic ulcer type, continuous epigastric 
pain, the pyloric stenosis syndrome, and dysphagia 

In the first, a vague, irregular dyspepsia, the initial complaint is one of 
epigastric discomfort, which at the start may amount to no more than a 
slight cramp or a sensation of burning after a particularly heavy or unusual 
meal. Later, a feeling of fullness in the pit of the stomach, a tendency to 
belch unpleasant yas, or to regurgitate stomach contents into the mouth 
appears. Some relief may be obtained by reducing the size of the meals, or 
the elimination of suspected articles such as vegetables or tried and greasy 


foods. But gradually the ‘indigestion’ becomes more pronounced, and ap 


pears so regularly after each meal that its serious import becomes evident 


On occasion the discomfort is less obvious than the derangement of a pre 
viously impeccable appetite. Beginning simply as an early satisfying of 
hunger after unusually small quantities of food, it proceeds, maybe through 
a phase of capricious appetite, to a complete distaste for meals which were 
previously enjoyed, or to frank nausea at the sight or taste of food 

This type of dyspepsia is possibly more common in association with 
tumours of the body of the stomach, although it is strictly true that the 
site of the lesion exerts relatively little influence on the ty pe ol dysypx psia met 
with early in the disease 

The peptic ulcer syndrome is more common in the ulcerated tumours of 
the pyloric antrum. ‘The symptoms mimic those of peptic ulcer very closely, 
and at the start there is the same rhythm and the same relief from alkalis and 
food. Unfortunately, the institution of an ulcer regime may bring about 
relief for a varying time, and there may be other subjective and objective 
signs of improved health before further deterioration declares the impera 
tive need for a fresh review of the situation. 

Continuous epigastric pain is the principal symptom in about a third of all 
cases. ‘There may be fluctuations in its intensity, but after it starts, there is 
never complete comfort. It is not only abdominal; the epigastric pain may be 
associated with pain in the back, especially to the left of the midline 


Obstructive vomiting as an early feature occurs particularly in association 
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with tumours of the pyloric region, and it may present all the features of 
pyloric stenosis. As an initial symptom it is encountered in some 10 per cent. 
of patients, but usually by the time the patient is referred to the surgeon it 
!s present in nearly half. 

‘Tumours of the cardiac end of the stomach may initially produce a 
dyspepsia suggesting disease of the lower «esophagus: a sensation of sub- 
sternal discomfort or burning, and slight difficulty in swallowing solids or 
any food which ts rapidly ingested. Regurgitation of food, or bouts of cough- 
ing induced by swallowing, may accompany the other manifestations; and 
if there is delay in diagnosis, the ultimate picture is one of classical obstruc 
tion of the gullet 

UNUSUAL CLINICAL EFFECTS 

One or other of the above syndromes include the larger proportion of cases 
of carcinoma of the stomach, but in a few the main complaint is colonic 

‘Thus diarrhoea may be an early feature. It may be due to the accompanying 
achlorhydria and a consequent rise in bacterial population of the small in 

testinal content, or simply to rapid emptying of the stomach in diffuse in 

hitrating or ‘leather bottle’ types of tumour in which the stomach capacity 
is much reduced. ‘Vhe possibility of a gastric cause should be borne in mind 
when other causes of chronic diarrhaca have been excluded. On the other 
hand, constipation may be the initial complaint, and may be accompanied 
by vague abdominal pain. ‘There are several ways in which large bowel 
stasis may be produced by cancer of the stomach: alteration and reduction 
in the diet, involvernent of the ceeliac plexuses by the primary growth or by 
glands, or extension of the tumour into the transverse colon. 

In the remaining cases the recognition of gastric cancer depends upon 
chance: the accidental discovery of a lump in the epigastrium, the appear 
ance of a hard gland in the supraclavicular region, a sudden hamatemesis 
or melana, or the sudden perforation of an erosive growth. ‘This ts the group 
that will remain unsavable. Fortunately, they are relatively few and there is 
no doubt that a considerable increase in the operability rate, and in eventual 

urvival, would follow earlier diagnosis in the dyspeptic groups. An opera 


bility rate of 40 per cent. is a serious reflection on our own clinical prowess 


CONCLUSION 


‘The public must be educated to eschew much vaunted alkalis and to regard 


all new dyspepsias of middle life as potentially serious, whilst we as a pro 
fession must develop an attitude of constant suspicion. Once suspected, the 
verification of malignancy in the stomach is all too easy; and in this country 
with the finest resources within the financial and the geographical reach ot 
all, increasing clinical vigilance could make a magnificent contribution to the 


saving of life 
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By R. E. TTUNBRIDGE, O.B.E., M.D., M.Se., F.R-C.P 
Professor of Medicine, University of Leeds 


‘THe well-known aphorism ‘fair, fat and forty’, familiar to several generations 
of practitioners and students, regrettably summarizes for many thei 
knowledge of gall-bladder dyspepsia. It is often overlooked that the gall- 
bladder is merely one part of the biliary system, albeit an important one. 
‘The wide degree of anatomical variation in the biliary system, and also in 
its blood and in its lymphatic supply, has made it extremely difficult to 
correlate clinical symptoms with the pathological findings 

All discussions on the pathology of disorders of the gall-bladder centre 
around two problems the mechanism of stone formation, and the role ot 
infection. Crump (1931), in a study of 1000 necropsies, found gall-stones in 
37.8 per cent. of females and in 26.2 per cent. of males. ‘Twenty-five per 
cent. of all gall-bladders examined after the fourth decade contained stones, 
and 50 per cent. after the seventh decade. More recently, Watkinson (1952) 
has found gall-stones in 10 per cent. of all necropsies at Leeds, with an in 
cidence in females after the age of forty-five of 25 per cent. ‘The frequent 
finding of gall-stones at necropsy is not in keeping with the prevalence ot 
clinical symptoms of biliary disorders. It is doubtful if 10 per cent. of 
patients with cholelithiasis sutfer from serious symptoms directly attribut 
able to gall-stones. 

The role of infection is even more difficult to assess. Organisms have been 
cultured from the bile and from the centre of gall-stones, and the gall 
bladder has been shown to provide the focus of infection in typhoid carriers 
Rosenow’s work (1916) on the specific streptococcal infection in chole 


cystitis has never been satisfactorily confirmed. Infection superimposed 


upon obstruction in the biliary tract is of considerable significance, but the 


importance of infection as a primary factor has not been fully proven 
Pathological evidence suggests that obstruction is a constant factor in 
disease of the biliary tract, whether the obstruction be mechanical, due to 
stone, stricture, growth or pressure from without, or due to spasm in the 
cystic duct or the sphincter of Oddi. 

The diagnosis of diseases of the gall-bladder and biliary tract has been 
assisted by two developments: the Graham Cole test, and duodenal drainage 
The former is widely used, but the interpretation of the findings is not 
always easy and even negative findings may be due to errors of technique 
rather than to altered function of the gall-bladder. Duodenal drainage wa 
introduced by Lyon (1919), but later workers have often found dithculty 
in distinguishing readily the different bile fractions, A, B, C, D. One of the 
difficulties of the method is maintaining the duodenal tube in the correct 
position without constant radiological control. This fact has, in my opinion, 
prevented the more widespread use of the test 
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Despite these advances, a careful history and the exclusion of other dis- 
orders are still the most important and fruitful approach to the diagnosis of 


yall bladder dy spepsia 


ACUTE DISEASE OF THE GALL-BLADDER 
\cute cholecystitis is usually associated with stone formation. Judd and 
Phillips (1933) found stones in 484 out of 508 cases, and in 43 (nearly 10 
per cent.) stones were also present in the common duct. ‘The symptoms are 
commonly dramatic in onset and are usually summarized as biliary colic. 
‘They consist of abdominal pain, nausea, retching, vomiting, slight pyrexia, 
abdominal tenderness and rigidity. ‘The pain is acute in onset and often at 
first not clearly localized, being referred to the upper abdomen. It is des- 
cribed as a sharp, constant pain, which gradually increases to a crescendo 
‘There may be a series of peaks. The pain at this stage may be referred to 
the right costal margin and sometimes to the region of the inferior angle of 
the right scapula, and occasionally to the right shoulder. The pain ts 
aggravated by movement and often by deep breathing. Nausea ts a feature, 
and the constant retching with the bringing up of bile-stained fluid or mucus 
is both distressing and wearying to the patient. Fever may be present at the 
onset but is usually slight, and does not persist unless complications occur 
here is extreme tenderness of the upper abdomen, particularly on the right 
side, and marked guarding. ‘The guarding may be so pronounced that the 
palpation of any organ is impossible. ‘The acute pain usually passes off within 
forty-eight hours, leaving the patient exhausted and exceedingly tender in 
the right upper abdomen. ‘The attacks vary in severity and there is no close 
correlation between the severity of the symptoms and the pathological find- 
ings. Close questioning will often elicit evidence of minor attacks previous 
to the acute attack which led to the patient's calling for the doctor. The 
persistence after forty-eight hours of severe pain, of fever, the presence of 


a tender distended gall-bladder and leucocytosis, must always suggest the 


possibility of complications such as empyema or gangrene of the gall- 


bladder. ‘The development of jaundice, persistence of fever, and the occur- 
rence of rigors likewise suggest that the condition is not merely one of acute 
cholecystitis, but that there is a spread of infection to, or cause of obstruction 
in, other parts of the biliary system 

The differential diagnosts is trom other acute abdominal emergencies 1n 
the upper abdomen, appendicitis, particularly retrocecal appendicitis, acute 
or subacute perforation of a peptic ulcer, or acute pancreatitis. Occasionally 
difhculty may be experienced in excluding acute intestinal obstruction, 
renal colic, right-sided Dietl’s crisis, a deeply penetrating peptic ulcer or a 
peptic ulcer accompanied by pylorospasm. In the older group of patients, 
particularly in men, it is essential to distinguish between coronary throm- 


bosis and acute cholecystitis 


rREATMENT OF ACUTE CHOLECYSTITIS 
Since in the majority of cases the acute symptoms subside within forty-eight 
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hours, surgeons are divided as to the place of surgery in the treatment of the 
acute stage of the illness. All agree that any suspicion of gangrene or em 
pyema necessitates immediate operation. Apart trom these indications, how 
ever, the majority of surgeons are against operative interference in the acute 
phase. ‘The best figures for early surgery, that is to say, within forty-eight 
hours of the onset, show a 2.7 per cent. mortality rate (Bockus, 1946). A 
considerable percentage of cases operated on within twelve hours of onset 
of the symptoms proved not to be cases of cholecystitis. Furthermore, the 
cedema and congestion associated with the inflammatory changes make full 
exploration, particularly of the common duct, difficult and, as some 10 to 
15 per cent. of cases of acute cholecystitis have stones present in the common 
duct, inability to explore all sections of the biliary tract is an important 
contraindication to operation in uncomplicated cases. In this country there 
fore the usual practice for immediate treatment is conservative, surgery 
being demanded only if complications are suspected 

The essential treatment of the acute phase is rest and the relief of pain 
Morphine, | to } grain (16 to 22 mg.), is recommended for the reliet of pain 
The known effect of morphine in increasing the spasm of the sphincter ot 
Oddi is considered by many to be a contraindication to its use, as ts Its 
tendency to cause vomiting, and pethidine, 100 to 150 mg. two-hourly, | 
usually ordered in preference. Antispasmodics are often prescribed, such a 
amyl nitrite, 1 capsule; glyceryl trinitrate, 1 100 grain (0.65 mg.); erythrol 
tetranitrate, 15 to 30 mg.; but in my experience they are of limited benefit 
Similarly, the use of calctum gluconate, 10 ml. of a to per cent. solution 
intravenously, is recommended in the belief that calcium is useful tor the 
relief of muscular spasm. Such measures are not harmful but it ts doubttul 
it they are etfective in the average Case, 

The application of heat locally by the use of hot-water bottles and electric 
pads is welcomed by the patient 

Diet. 1n view of the retching no attempt should be made to press tood 
in the first forty-eight hours. It is advisable to maintain fluid balance. It 
only SIps of warm water or iced water are taken or vomiting ts severe, it may 
be necessary to administer fluids intravenously. Subsequent treatment will 


depend upon the final diagnosis and full assessment of the patient's dis 


ability. Recurrence of attacks will usually lead to the patient being treated 
along the lines suggested for chronic cholecystitis 


CHRONIC GALL-BLADDER DYSPEPSIA 
Much contusion exists concerning the role of the gall-bladder as a causative 
factor in chronic dyspepsia. It is doubtful if a clearly defined syndrome can 
be attributed to chronic disease of the gall-bladder. Cholelithiasis is often 
associated but, as already stated, calculi are often found at necropsy, and 
they are frequently found in association with other disease ;-rocesses, so that 
the part of calculi in the causation of symptoms, other than acute obstre 


tion, is problematical. Cholecystectomy, performed tor chronic cholecystitis 
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in the absence of stone formation, 1s unsuccessful for the relief of symptoms 
in a considerable prop rtion of cases. 

The symptoms attributed to chronic disease of the gall-bladder are so 
variable that they might equally well be due to many other abdominal ail- 
ments. ‘The condition is more common in females, and particularly in obese 
females after the age of forty-five. ‘The dyspeptic symptoms are usually 
abdominal discomfort and a sense of fullness, or what is often described as 
a ‘blown-out feeling’ and related to food. The inclusion in the diet of a 
certain amount of roughage, such as cabbage, and greasy foods tends to 
aggravate the condition. Butter is usually well tolerated but cooked fats, 
pastry, cream, eggs and cheese tend to precipitate the discomfort. Periodicity 
of the symptoms is not such a feature as in the case of peptic ulcer and the 
relationship to food is variable, occasionally occurring almost immediately 
after taking a meal and sometimes not until several hours later. The dis- 
comfort may be associated with a ‘nattering’ type of pain, is particularly 
liable to occur towards evening, and is often accompanied by a dull aching 
pain in the back, particularly in the region of the right scapula. The patients 
also complain of a sense of pressure and avoid tight garments, stooping, 
bending or anything which gives rise to pressure on the upper abdomen, 
particularly the right side. Constipation is usually present, and laxatives, 
although treely used, have little effect. As already mentioned, the patients 
tend to be obese, are disinclined for exertion, complain of shortness of 
breath and are easily fatigued. Nausea and ‘bilious does’ are also a common 
feature, the biliousness amounting to a sense of nausea and marked aversion 
for food with occasional retching, and associated with a severe degree of air 
swallowing and belching 

Physical examination usually reveals little abnormal. There may be 
tenderness to deep pressure along the right costal margin, but it is rare to 
find acute pain and tenderness unless the patient has had a recent attack of 
biliary colic 

The foregoing symptoms do not of themselves justify the diagnosis ot 
chronic gall-bladder dyspepsia. Should they, however, be accompanied by a 
clear-cut history of an attack of biliary colic or of an attack of jaundice or 
fever, then the diagnosis should be seriously considered. In no condition is 
it more important to exclude the other possible diagnoses than in chronic 


cholecystitis, if unjustifiable operations are to be avoided. 


Differential Diagnosis 
The differential diagnosis centres upon four groups of conditions: the 


psychoneuroses; diseases of the upper abdomen, such as peptic ulcer, hiatus 


hernia, pancreatitis, hepatitis and cholangeitis; cardiac conditions, particu- 
larly coronary disease; and spinal causes of referred pain. 

Many of the symptoms described as features of chronic gall-bladder 
dyspepsia abdominal discomfort, a sense of fullness, a marked aversion to 


certain foods and belching are symptoms commonly associated with an 
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anxiety state. It is therefore essential to consider the constitutional, 
social and environmental factors in each patient and to assess thes 
adequately before undertaking elaborate laboratory and radiological in 
vestigations. 

Peptic ulcer should always be excluded. Many cases of chronic ulceration 
are mistakenly diagnosed as gall-bladder dyspepsia. It is advisable, if no 
definite evidence of cholelithiasis is present, to order a barium meal in every 
case before ordering a cholecystogram. ‘The barium meal ts also utilized to 
exclude the presence of hiatus hernia and abnormalities of the duodenum 
Biliary dyskinesia, the term used to indicate those cases in which the primary 
disturbance seems to be a spasm of the sphincter of Oddi, is usually differ 
entiated from chronic gall-bladder dyspepsia by the rapid response of 
symptoms to the use of antispasmodics, amyl nitrite and nitroglycerin 
Surgical interference in such cases is rarely successful, hence the importance 
of making a correct diagnosis. 

The length of history usually excludes serious consideration of a diagnosis 
of carcinoma, but with a short history such a possibility should never be 
overlooked. The ditterentiation between pancreatitis, hepatitis and cholangeitis 
may be extremely difficult owing to the association of a mild degree of all 
three conditions in one patient. Full investigation, including liver function 
tests and an analysis of the intestinal contents, 1s necessary for the making 
of a correct diagnosis. 

The pain of coronary thrombosis is often confused with that of cholecystitis, 
and vice versa. Vhe pain in both may at first be retrosternal and associated 
with a certain degree of dyspnea and shock. If there is no radiation of the 
pain to the arms and neck and no tenderness along the right costal margin 
the difterential diagnosis in the early stages may be difhcult. Usually a careful 
history, the clinical course and the electrocardiographic changes enable the 


correct diagnosis to be made. 


TREATMENT OF CHRONIC GALL-BLADDER DYSPEPSIA 
The occurrence of biliary colic, fever or jaundice tn association with the 
symptoms described above and the absence of evidence of other diseases 
call for immediate treatment similar to that for acute cholecystitis. Anti 
biotics, such as aureomycin and terramycin, are ind‘cated to combat in 
fection and prevent or control the development of cholangeitis 
Further measures consisc in dieting and biliary drainage. ‘Vhe dietary 
essentials are weight reduction and the avoidance of fatty food. ‘The dvet 
should contain So g. of protein and have a calorie content of approximately 
1000 calories. If the patient is compelled for economic reasons to return to 
work it may be necessary to increase the calorie intake to 1,500 calories. A 


low-fat diet is not well tolerated and it is helpful in gaining the cooperation 


of the patient to allow a small quantity of butter— 4 oz. (15 g.)—with the 


evening meal. 
Biliary drainage may be brought about by the administration of bil 
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salts sodium taurocholate and glycocholate, 2 to 6 grains (0.13 to 0.4 g.), 
or the daily use of magnesium sulphate, 60 minims (3.5 ml.), or olive oil, 
| fluid ounce (14 ml.) before meals. 

Surgery. The increasing prevalence of chronic cholangeitis, with the 
subsequent development of biliary cirrhosis, has necessitated careful con- 
sideration of the indications for, and the nature of, operations upon the 
biliary tract. In the past, operative procedures have been unsuccessful due 
to failure to examine the whole of the biliary tract for the presence of stones, 
and to the tendency for stricture to occur following incisions of the common 
duct. It must be appreciated that in cholelithiasis rather more than half the 
patients have stones confined to the gall-bladder. In 10 to 15 per cent. of 
cases stones occur in the gall-bladder and the cystic duct; a similar per- 
centage of stones occur in the gall-bladder and the common duct; and in 6 
per cent. of cases stones are found in the common duct only. In consequence 
of these facts some surgeons inject the biliary system with an opaque sub- 
stance and have radiological films taken on the operating table, thus mini- 
mizing the chance of overlooking the presence of a calculus in other parts 
of the biliary tract and so the need for extensive exploration 

Surgery has a definite place in the treatment of chronic dyspepsia of the 
gall-bladder once the diagnosis has been firmly established, but it should 
never be recommended as a therapeutic measure for vague abdominal 
symptoms, so often and incorrectly misdiagnosed as chronic cholecystitis 
Further, it must always be remembered that the patients are usually obese, 
often mildly hypertensive, and subject to bronchitis; all factors which 


render them poor operative risks. 


CONCLUSION 


(1) Many patients with supposed gall-bladder dyspepsia benefit from weight 
reduction and careful attention to constitutional and environmental factors 


(2) Gall-bladder dyspepsia is a diagnosis too commonly and too lightly 
made. 

(3) In the majority of cases other causative factors for the symptoms 
will be found and should always be carefully excluded before finally accept 
ing the diagnosis. 

(4) The presence of complications, biliary colic and or jaundice is a 
definite indication for the consideration of surgical interference. 
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CONSTIPATION AND INDIGESTION 


By J. F. DOW, M.B., F.R.C.P 
Physician, St. George's Hospital 


THE connexion between constipation and indigestion is not immediately 


apparent. It does exist, however, and this combination of symptoms can 


produce a major problem in diagnosis and treatment 

The range of the subject is wide and extends from the pasty-faced young 
woman with dyschezia whose appetite has gone, through those with organi 
disease of stomach and duodenum, to patients with colonic carcinomas 
whose first complaint is discomfort after meals 

Unfortunately, constipation as a symptom ts altogether too common, and 
not infrequently the sufferers complain in addition of upper abdominal 
symptoms. It can therefore be difficult to give full consideration to each 
case, but if the nature of the problem is understood a short history will re 
veal whether or not the danger exists of some serious underlying lesion being 
present. Broadly speaking, this combination of symptoms can exist as a 
result of one of three possibilities: (1) when simple constipation gives rise 
to indigestion ; (2) when organic disease of the upper alimentary tract cause 
constipation; (3) when spasm or obstruction of the colon its present 


SIMPLE CONSTIPATION 

‘There is a wide variation among normal people in the time taken for food 
and food residue to pass through the alimentary tract. A daily evacuation 
of the lower bowel, although a widespread habit, is by no means a universal 
one. Some people expect to have their bowels open twice or three times 
each day, whereas others, in equally good health, may go to stool only two 
or three times a week, and make no complaint of constipation. It has been 
suggested that a patient may be legitimately described as constipated if any 
article of food takes longer than forty-eight hours to pass through the 
gastro-intestinal tract. ‘his is probably a fair definition, but it by no means 
follows that such a patient will suffer symptoms as a result 

Apart from the presence of organic disease it has been shown radiologic 
ally that the delay in the passage of food residue in a patient suffering from 
constipation does not occur in the small intestine. ‘The hold-up is either in 
the colon or in the rectum. Hurst differentiated clearly these two forms of 
constipation and gave them the names of colic constipation and dyschezia 

In coltc constipation it may be presumed that either a muscular or neuro- 
muscular defect is present which impairs the normal propulsion of food 
residue, but it should be remembered that the fault may lie either in unusual 
dietetic habits or, more rarely, may be due to hypothyroidism 

The name dyschezia is applied only when there is evidence that the delay 
is in the rectum itself, and this condition is almost invariably due to bad 
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training in childhood, or the development of lazy habits in adolescence. If 
the call to stool after the first meal of the day is neglected, the fecal bulk 
becomes smaller and the stimulation of the rectum is lost. ‘The desire passes 
and hard dry faces remain undischarged in the rectum, where they can be 
felt by the examining finger. 

In the case of a patient complaining of constipation, the diagnosis of one 
or other form of simple constipation should not be made without thought 
This diagnosis carries with it the implication of the absence of organic 
disease. ‘here is one real safeguard which helps the physician in this 
problem, and this is the duration of symptoms. Simple constipation does 
not develop suddenly; it is an affliction of long standing and usually self- 
treated for months er years before being brought to the notice of the doctor. 
\lmost invariably the original symptoms have been forgotten. ‘The patient 
has convinced himself that his bowels will open regularly only by means of a 
laxative or purgative, and the vicious circle of increasing dosage, stronget 
drugs, and the development of a bowel neurosis has begun. 

Strange though it may be there is not even nowadays general agreement 
on the nature of the symptoms which may be produced by simple constipa 
tion. Fashions in medicine change. Only a few years ago many ills were 
blamed upon lack of regularity of bowel action. Morbid states, from halitosis 
and boils to impotence and mental defect, were attributed to this failing and 
major Operations were carried out for its relief. ‘Today a more rational view 
prevails, and it is accepted by most physicians that simple constipation is 
a nuisance which is liable to produce in the patient an undue interest in his 
bowels, but that the production of real physical symptoms is rare. It is 
doubtless difhcult for the not too intelligent patient to believe this when he 
is constantly seeing attractive advertisements on the hoardings lauding the 
supposed advantages of a daily flailing of the lower bowel. 

Bockus, in discussing this question, suggests that the ill-effects of simple 


constipation may be considered to fall into three groups: abdominal, reflex 


and toxic. In discussing abdominal symptoms he accepts the possibility of a 
feeling of heaviness, fullness and flatulence after meals. ‘The reflex symptoms 
are mainly an ache low in the back arising from an overloaded rectum, and 
the toxic symptoms a general feeling of lethargy as a result of toxic absorp- 
tion from the bowel. ‘This last group must surely be made much more 
probable if the lower bowel is constantly full of fluid faeces as a consequence 
of the persistent use of purgatives. 

‘The treatment of simple constipation is dificult and often unrewarding, 
but the constant emphasis of three main principles forms the only sound 
basis. ‘These are: 

(1) A regular attempt should be made to open the bowels after the first 
meal of the day, and that adequate time should be allowed for this task. 

(2) The diet should contain a sufficiency of food leaving a large residue, 
including fruit, vegetables and wholemeal bread. 

(3) If purgatives have to be used, and they will be necessary in many cases 
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of colic constipation—though never in dyschezia—a non-habit-forming 
substance should be used. Such medicines as senna, aloes or cascara are 
suitable, and they must be administered in doses insufficient to produce a 


fluid stool. 


CONSTIPATION WITH UPPER ABDOMINAL DISEASI}I 

\s a rule the diagnosis of simple constipation may be made on history and 
clinical examination alone. Unless some recent change in the severity of 
symptoms or the development of new symptoms has occurred no real 
diagnostic problem exists, but a more obscure picture may be seen when a 
recent change in bowel habit is symptomatic of developing abdominal disease 

There are few diseases of the gastro-intestinal system of which constipa 
tion has not been thought to be a symptom. ‘Two obvious fallacies may aris¢ 
here. In the first place so many conditions produce anorexia, and this alone 
may account for the constipation. Secondly, simple constipation being so 
common may occur coincidently with any new illness. ‘here are, however, a 
few conditions of the stomach and duodenum which present with both 
upper and lower abdominal symptoms 

Obstruction at any level in the alimentary tract may alter the normal 
rhythm of the bowel, and although delay in the passage of food through the 
pylorus most often produces symptoms referable to the stomach, they are 
always accompanied by constipation, which may be the presenting symptom 

The nature of the lesion causing the obstruction varies, but the symptom: 
show little change. Parsons has described the ‘repeated vomiting and 
obstinate constipation of infantile pyloric stenosis’. ‘The copious expulsion 
of food from the stomach in carcinoma of the pyloric antrum or stenosing 
duodenal ulcer is a common clinical finding, and constipation may be the 
first symptom eventually leading to the diagnosis of the rather more rare 
hypertrophic stenosis of the pylorus in adults 

The lesion is not necessarily an obstructive one, however, and it has long 
been noted that in chronic peptic ulceration constipation is rarely absent 
The reason for this is not obvious, but careful questioning of the patient will 
often show that it is the type of diet that has been adopted over a long period 
which gives rise to this secondary symptom ‘The smooth bland diet based 
mainly on milk and containing almost no food of high residue content is in 
itself productive of constipation, and to this has often been added— by 
patient or doctor——an astringent antacid which makes matters worse. It can 
usually be corrected by the use of an antacid powder containing a mag 
nesium salt 

SPASM OR OBSTRUCTION OF THE COLON 


Ihe close connexion between colonic disease and dyspeptic symptoms is not 


yet fully appreciated, and this leads again and again to clinical errors and to 


the delay in diagnosis of malignant disease in one of its most hopeful sites 


In a series Of 40 successive patients afterwards found to be suffering from 
carcinoma of the colon, 24 mentioned the presence of indigestion, and 4 of these 
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patients complained at the first visit exclusively of this symptom. In each case the 
complaint was of fullness, flatulence and discomfort, not amounting to real pain, 
after meals, and in each case clinical examination, including pelvic examination, 
was negative 

The danger of mis-diagnosis is clear. ‘There must be many such patients 
throughout the country in whom investigation, usually by radiology, is 
confined to the upper alimentary tract, and no further steps are taken until 
obstruction develops. ‘The way out of this difficulty is not easily to be seen. 
It is clearly impossible to carry out a barium enema in every patient with a 
recent history of indigestion, but it may be that in the future greater use 
will be made of the simple tests for detection of traces of blood in the stool. 

It is at least certain that any middle-aged or elderly patient with recent 
dyspepsia should be followed with great care and submitted to a thorough 
investigation by sigmoidoscopy and x-rays if any irregularity of bowel habit 
develops. ‘The number of patients admitted to hospital with obstruction of 
the descending colon due to carcinoma is still large, and in many of these, 
symptoms of recent constipation and indigestion have been sufficient for 
some months to suggest a diagnosis. 

Classically, the bowel symptoms of colonic obstruction are described as 
those of intermittent constipation and diarrhaea, but by the time this cycle 
is established an advanced growth is usually present. The recent develop- 
ment of less regular defecation should in itself be sufficient to start the train 
of investigation, and if this symptom is accompanied by dyspepsia, or even 
a trace of rectal bleeding, the indications are absolute. 

The connexion between colonic disease and dyspepsia is much easier to 
appreciate as a clinical entity than it is to explain. Although carcinoma re- 
presents the most urgent need in diagnosis the same symptoms may be 
associated with diverticulitis or recurrent appendicitis. Both conditions may 
give rise to gastric dyspepsia, but fortunately from the physician's point of 
view the complaint of pain, and signs of local inflammation during an 
exacerbation of the infection, lead more readily to a correct diagnosis. 

One more condition need be considered, and this is the condition known 
by many names but probably most correctly as ‘spastic colon’. ‘Vhis disorder 
which results in both dyspepsia and obstinate constipation is most often a 
reflection of anxiety or emotional strain on a somewhat unstable personality. 
It is not, however, exclusively a functional disorder and may be produced by 
over-smoking, and quite commonly is associated with local inflammatory 
disease; it is often seen in men who have had a severe attack of amarbic 
dysentery. 

From the nature of its cause it is a difficult condition to treat, but a 
history of cramp-like abdominal pain, the difficult passage of frequent small 
hard stools, and often a story of anorexia and fullness after meals, suggests 
the diagnosis. ‘The localized colonic contraction may often be felt through 
the abdominal wall, and although the colon is the most constant site it 1s 
possible that other areas in the gastro-intestinal tract are subject to the same 
condition, thereby giving rise to the upper abdominal symptoms. 





ALCOHOL, DIETETIC INDISCRETION, 
AND DYSPEPSIA 


By W. GORDON SEARS, M.D., M.R.C.P. 

Physician Superintendent, Mile End Hospital 
‘Men strive ‘gainst rules, and seek forbidden things’. (Henry of Huntington.) 
“Thursday 14th July. When we went into the Mitre tonight, Mr. Johnson said 


“We will not drink two bottles of port’’. When one was drank, he called for another 
pint 

‘Friday 15th July. A bottle of thick English port is a very heavy and a very in 
flammatory dose. I felt it last time that I drank it for several days, and this morning 
it was boiling in my veins’. (Boswell: London Journal.) 
ALMOsT everyone at some time in their life has been guilty of dietetic, if not 
alcoholic, indiscretion which has brought with it just and often speedy 
retribution. Juvenile raids on the larder or the neighbour's orchard have in 
most of us produced tell-tale symptoms of vomiting or belly-ache whereby 
our misdeeds have, as it were, been proclaimed from the housetops. As an 
object lesson in gluttony and indiscretion every schoolboy learns that 
Henry I died in 1135 from a surfeit of lampreys. In spite of these early 
lessons, however, many suffer, at times, from similar disturbances following 
accidental or wilful disregard of the knowledge obtained by previous ex- 
perience, although they may be more successful in concealing the results 


WHAT CONSTITUTES INDISCRETION? 
Indiscretion is largely a personal matter and has a wide range of interpreta- 
tion, both as regards the quantity and types of the offending articles, as well 
as the timing of their consumption. On this basis, indiscretion may well be 
defined as a deviation from the usual customs of the individual. From a 
practical angle such indiscretion may be occasional and mild, or frequent 

and severe; the results being either temporary or prolonged. 
The term dyspepsia likewise covers a wide range of symptoms. Such 
symptoms may be produced by over-indulgence in alcoholic refreshment, 


by dietetic indiscretion, or by a combination of both. Undoubtedly also in 


many instances they may be increased by excessive tobacco consumption 
which is so often a concomitant factor. 

Moderate consumption of alcoholic liquor, especially if taken with a 
well-balanced meal, does not usually produce dyspeptic symptoms in the 
normal individual, although there are some who do not seem able to take 
even the smallest amount without unpleasant effects. Indiscretion in 
alcohol consumption may occur in a number of ways: 

(1) Isolated drinking bouts. 

(2) Banqueting or ‘party’ indiscretions in which the food factor is also 
operative. 
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(3) ‘The habitual consumption of large amounts over long periods. 

Isolated drinking bouts include both ‘a night out with the boys’ and 
periods of private drinking which may last for several days. The effects on 
digestion are extremely variable, not only in different individuals, but also 
in the same individual at different times. 

“lhe morning after the night before’ has been admirably dealt with in 
this journal by Allan Birch (1951). He points out that the main symptoms 
are drowsiness, headache, nausea and a foul mouth, to which may be added 
anorexia, heartburn, abdominal discomfort, vomiting, and sometimes 
diarrhoea. Some unfortunate individuals are liable to suffer from all these 


symptoms and can only breakfast on aspirin, and that with no avidity. In 


others the emphasis is on headache; whilst anorexia, nausea and vomiting 
may predominate in another group. Often, but not invariably, the in- 
discretion takes place in the evening, and vomiting may occur before the 
victim retires, or may be self-induced with a view to minimizing the after- 
effects. Most people seem to agree that early vomiting reduces the dyspeptic 
sequelx of both alcoholic and dietetic indiscretion. Indeed it was an ancient 
Roman custom to ‘take a vomit’ after supper to prevent the bad effects of 
repletion or to make room for more. 

‘Post caenam vomere volebat, idioque largius edebat’ (Cicero) 

‘Vomunt ut edant; edunt ut vomant’ (Seneca) 

The Roman Emperor Vitellius is credited with having been one of the 
greatest eaters and drinkers of all times. He is reputed to have feasted four 
or five times a day, and such was his excess that he often made himself vomit 
to begin his repast afresh and to gratify his palate with more luxury. 

‘The wide range of individual reaction to both alcoholic and dietetic in- 
discretions makes it almost impossible to be dogmatic when considering this 
subject. Inquiries in pub and club where alcoholic liquors may be consumed 
in considerable quantities with unfailing regularity by some habitués, who 
would not be classed as chronic alcoholics and who certainly never appear 
to be the worse for drink, have failed to elicit any definite information. ‘The 
majority deny that they ever suffer from dyspeptic symptoms provided that 
they adhere to a more or less standard regime, which may be either a number 
of pints of beer each night or several drinks in the bar before dinner, 
followed by port or other drinks according to fancy. 

Indeed, there is no doubt that the stomach is a very tolerant organ which 
can be trained to withstand considerable insults and assaults. ‘Trousseau 
(1871) in a lecture on dyspepsia, delivered about 100 years ago, stated: 

‘An individual for example, lives on plain fare, partakes very sparingly of spiced 
dishes, abstains from condiments, and drinks alcoholic liquors in small quantity: 
the stimulus, and its organic support—that is to say, the food and the stomach—are 
in a state of functional relation which is perfectly sufficient and normal, so that diges- 
tion is performed with regularity and ease. But the individual, little by little, increases 


the quantity of spice taken with his food; day by day he uses a little more alcoholic 
drink; and, in a word, he takes more excitants. He may, on the first day, have 
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suffered from this change of regimen, but he soon becomes accustomed to it, and in 
proportion to the gradual augmentation of the stimulus, there is, on the part of the 
stomach, a gradual adaptation to the new impressions’ 

On the other hand, there are individuals who suffer considerably from 
dyspeptic symptoms if they stray but a little from their usual routine and 
indulge in what to them would be a serious indiscretion but to the majority 
an everyday occurrence. ‘The personal idiosyncracy in such instances may be 
the nature of the food consumed or even its method of cooking, or in the 
type ot liquor drunk. If oy sters, shellfish, crab, lobster, mushrooms, onions, 
or high game cause dyspepsia, or if fried foods are not tolerated, they must 
be avoided or the victim must be prepared to suffer the consequences. 
Incidentally, although it is often asserted that to drink spirits with oysters 
invites indigestion and experts recommend champagne, chablis or stout as 
an accompaniment to this delicacy, the traditional Colchester fashion is to 
take gin and gingerbread. ‘his emphasizes the wide differences of opinion 
which exist on matters concerning food and drink. 

Likewise, it does not take long to learn which beverages, even in moderate 
amounts, are not well tolerated. Some find that heavier wines like sherry 
and port are unsuited to their stomachs although agreeable to their palates 
Others to whom red wines are taboo can enjoy white wine, and so on. 


THE EFFECTS OF ALCOHOL ON THE DIGESTIVE SYSTEM 
Although it is hardly possible to make any scientific observations on the 
effects of overeating or dietetic indiscretions on the gastric mucosa owing to 
the multitude of variable factors which must obviously be present, many 
investigations have been carried out on the effects of alcohol on the digestion 

It is a popular belief that moderate quantities of alcoholic refreshment 
taken before a meal improve the appetite, whilst taken with or after food, 
digestion is thereby accelerated. Alcoholic drinks can certainly influence 
digestion in four ways: 

(1) An increase in the flow of saliva is produced 

(2) The taste, if agreeable, may stimulate the psychic secretion of gastric 
juice. 

(3) Alcohol has a direct stimulating action on the fundus of the stomach 
and can provoke gastric secretion when the psychic factor is defective or 
absent. 

(4) By its mildly hypnotic action it can depress anxiety and emotional dis 
turbances which themselves tend to inhibit psychic secretion 

On the other hand, the secretion from the fundus produced in this way 
is dilute and poor in ferments, although the digestive power of the ferments 


when tested in vitro is not affected by the addition of pure alcohol in small 


quantities. Further, when alcohol is taken into the empty stomach in con- 


centrations above 10 per cent. there is definite gastric irritation and excess 
of mucus is produced. Thus all these effects may either neutralize each 
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other, or some predominating personal factor may influence their balance. 
In other words, in those who enjoy the taste of alcohol it induces a more rapid 
secretion of gastric juice and improved digestion, whereas in those to whom 
it is disagreeable the secretion may not be materially influenced. 

\lthough the variability of personal tolerance must always be considered, 
a comparison of the alcoholic contents of various drinks may be of some 
assistance in estimating the extent of an indiscretion. 

Liqueurs 50 per cent 
Brandy, whisky, rum, gin (30 U.P.) 40 per cent 
Port and sherry 20 per cent. 
Burgundy up to 14 per cent. 
Champagne, claret, hock 10 per cent 
Beer and stout 2 to § per cent 

\ large whisky (} gill) contains about 30 ml. of alcohol, and this quantity 
is present in 5 ounces (140 ml.) of port, 10 ounces (285 ml.) of claret, and a 
pint (570 ml.) of heavy beer. 

‘The rate at which alcohol is absorbed from the alimentary tract depends 
upon a number of factors. It is delayed by the presence of food, especially 
if this is fatty, and for this reason some individuals claim that their sobriety 
is maintained by taking olive oil before consuming alcohol in any quantity. 
It is more rapidly absorbed in concentrated form than in dilute solutions, a 
maximum blood concentration being obtained from a 30 per cent. aqueous 
dilution of alcohol. 

Whether mixed drinking is more potent in its effect than straight drinking 
is a moot point. It seems probable that the former practice may tempt the 
individual to consume more, and that the intoxicating action is increased 
only when the total alcohol volume is greater. On the other hand, dyspeptic 
symptoms may be intensified by injudicious mixing of liquids, in the same 
way as unwisely blended solid food may cause indigestion. 


rHE GASTRIC MUCOUS MEMBRANI 

Clinicians generally, agree that acute catarrhal gastritis may be caused by 
irritation of the gastric mucous membrane as a result of a large indigestible 
meal or by excess of alcohol, especially if the patient is already suffering from 
chronic gastritis; also that such acute catarrh is more likely to occur when 
cocktails or spirits are taken fasting. 

Although it has been mentioned that alcohol may at first provoke gastric 
secretion this may be followed by inhibition, which may last for twenty-four 


hours or longer if excessive quantities are consumed. ‘lest meals from a 


series of alcoholics who were consuming 1 to 2 pints (570 to 1,130 ml.) of 
whisky a day showed that in no case was any free hydrochloric acid present 
(Blotner, 1936). 

Gastroscopic investigations have been made on the effects of alcohol: in 
100 men who had regularly taken large amounts of alcohol for an average 
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period of twenty years, Gray and Schindler (1g41) found that 55 pet 
cent. had essentially normal stomachs; 23 per cent. had some superficial 
gastritis; 13 per cent. showed atrophic gastritis; 8 per cent. showed super 
ficial and atrophic gastritis. Although there was evidence of some degree 
of gastritis in 45 per cent. it did not follow that major symptoms were 
present in every case. 

Bockus (1940) emphasizes the great differences which may occur in the 
susceptibility of the gastric mucous membrane to the effects of alcohol 
and points out that many people who have practised pre-prandial drinking 
for many years have a normal span of lite without suffering from dyspeptic 
symptoms. 

The possible etfect of tobacco in producing dyspeptic disorders, either 
alone or when superimposed on alcoholic or dietetic indiscretions, has been 
mentioned. Annis (1944) noted that only 8 per cent. of heavy smokers had 
normal gastric mucosx: 43.7 per cent. showed evidence of hypertrophic 
gastritis, and 44.7 per cent. atrophic gastritis. 

In extreme cases death can occur from acute alcoholic poisoning. Keith 


Simpson (1952) mentions such a case in a rum-bottler who died from 


respiratory failure of central origin. Necropsy showed the stomach to be 


highly inflamed and to contain 7 ounces (200 mil.) of undiluted rum. Death 


in other instances may be due to suffocation or inhalation of vomit 


rREATMEN14 
The treatment of the symptoms produced by alcoholic and dietetic in 
discretion does not differ materially from that employed for indigestion duc 
to other causes. ‘l’rousseau (1871) again offers some advice which is worthy 
of consideration: 


‘We doctors have all a strange manner of advising our patients on the subject of 
diet. If we ourselves are fond of tea or coffee, we are indulgent to those who us« 
them habitually or even immoderately. If we prefer this or that kind of wine, if, for 
example, we prefer Bordeaux to Burgundy we prescribe Bordeaux to the exclusion 
of the latter: if we have a fancy for strong meat— beef, mutton, or game—we 
prescribe strong meat for patients with bad digestion; if we order our patients to eat 
the flesh of young animals—-veal or chicken-—or if we advise them to take fish, it is 
because we ourselves like to eat this kind of food The law by which we ought 
to be guided in regulating the regimen of a patient is to recommend the food which 
the patient has found to agree best with him’ 


Although we may net now accept this indictment in its entirety, it has a 
moral. 

Whilst it has been noted that many may seemingly indulge in some degree 
of immoderation with impunity, prevention is better than cure, and the 
advice which must be given to those who seek relief from symptoms ts that 
they should retrain from further injudicious assaults on their gastric mucosx, 
and avoid ‘the sin of gluttony, damned vice’ (Dante) 

Those who are prepared to take some chances but who are willing and 


able to temper their indiscretions with some measure of wisdom and restraint 
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may minimize or even avoid major discomfort by attention to a few simple 
rules: 

(1) Eat slowly and masticate thoroughly, for which purpose the teeth 
must be in good order 

(2) Avoid drinking on an empty stomach, especially undiluted spirits 
Some olive oil or even a little milk before indulging may be helpful. 

(3) Before dining choose the apéritif with care and let it be strictly 
moderate in quantity. Many find dry sherry more suitable than gin-contain- 
ing cocktails, especially if there is a plethora of wine to follow. ‘To mix gin 
and sherry is unwise; whilst half a dozen gins and something before a large 
dinner is asking for trouble. Many a first-class dinner with the choicest of 
wines to follow has been spoiled by excessive preprandial libations. 

(4) Avoid those dishes which experience has proved to be unsuitable, 
however tempting they may be. 

(5) A well-balanced menu with carefully selected wines of good quality 
rarely causes indigestion even if it looks formidable. Some will prefer to 
concentrate on port at the end of the meal, whereas others fancy brandy or 
other liqueur. It is wise to be moderate with either but foolish to be too 
liberal with both. 

(6) Above all, after a delectable feast avoid ‘one for the road’, which when 
offered is usually beer or whisky, and which may easily cause turmoil in a 
happily blended and tranquil mixture of well-chosen delicacies and noble 
wine. 

(7) Lastly, remember that excess of tobacco may be just as potent a 
factor in disturbing the digestion as a slight maladjustment of diet and 
liquor, and that the second cigar may upset the apple-cart. Many con- 
noisseurs object to tobacco smoke when drinking fine wine, and to vitiate 
the subtlety of a superb vintage port with the flavour of an erstwhile cheap 
cigarette is an unforgivable gastronomic indiscretion. 

Most victims of serious indiscretions have their own vaunted remedies for 


preventing or reducing the effects of a real and well-deserved ‘hang-over’, 


and only a selection can be given. 

(1) Selt-induced vomiting at a convenient time and place. 

(2) Aspirin; ‘disprin’; compound codeine tablets; aspirin, phenacetin and 
cattein tablets; in the usual doses of two or even three tablets on retiring, 
and repeated if necessary in the morning. ‘hese will relieve the general 
rather than the dyspeptic symptoms, but a word of warning is necessary 
in this connexion as large amounts of aspirin, especially on an empty 
stomach, may act as a further irritant, and in some cases even result in 
hamatemesis, which can also occur, though rarely, in acute alcoholic 
gastritis. 

(3) Amphetamine sulphate or ‘dexedrine’ (5 to 10 mg.) may be helpful if 
taken in the morning, but if used at night may cause insomnia, although 
some people can take it thus with impunity and benefit 
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(4) Fluids should be taken liberally. Plain water, soda water, tea or a 
fruit drink (lime, lemon or orange), to which plenty of sugar or glucose has 
been added, are advisable on waking. If vomiting ts severe, glucose drinks 
may be all that can be tolerated. 

(5) ‘Milk of magnesia’ in fluid or tablet form, antacids such as magnesium 
trisilicate or one of the proprietary ‘stomach’ powders, may be taken before 
retiring and repeated in the morning if symptoms persist. 

(6) Some rely on a saline or seidlitz powder followed by one or two glasses 
of warm water on waking, and find this sufficient to prevent the occurrence 
of any major symptoms 

(7) A popular restorative is the ‘prairie oyster’, which consists of the 
yolk of an egg beaten up in Worcester sauce 

If dyspepsia is marked and persistent a light diet should be taken until 


symptoms subside. ‘Tobacco consumption should be reduced to a minimum 


and further alcoholic drinks avoided. Some, who are not chronic alcoholics, 
however, claim that a further drink in the morning ‘settles their stomachs’ 
and makes them feel better. For this purpose champagne enjoys a reputation ; 
but individuals usually follow their own inclination if not their purse 
When this course is adopted, clearly it should not be an excuse for further 
excessive indulgence, and the amount of restorative taken should be very 
strictly limited. 

The dyspepsia ot a chronic alcoholic is a somewhat ditferent problem. In 
addition to the tremor of lips and hands, the plethoric mauve complexion, 
watery eves and the fickleness of mood and temper, his appetite is poor, he 
takes no breakfast and often starts the day with more liquor in order to 
steady himself. Often there is morning retching and coughing which result 
in expectorating viscid mucus from the throat and which may terminate in 
vomiting. 

In such instances the treatment of the dyspepsia is incidental to that of 
the main condition and little of lasting value can be done for it unless the 
major problem is dealt with. ‘This demands full cooperation on the part of 
the patient, and may be by means of ‘antabuse’, emetic therapy or psycho- 
therapy, and perhaps with the subsequent assistance of the society known as 
‘Alcoholics Anonymous’. 

Gray (1943) does not consider the typical nausea and morning vomiting 
of the chronic alcoholic as being due to gastritis but states that it is of central 
origin. He points out that the first swallow of food or liquids in the morning 
produces nausea or vomiting, or both, unassociated with any abdominal dis 
tress. Often the nausea is present on awakening in the morning and is only 
aggravated by drinking or eating. It is most likely to occur if water is drunk, 
but often occurs if the first swallow in the morning is alcohol. After two or 
three drinks of alcohol the nausea and vomiting disappear and there is no 
recurrence until the following morning. ‘These symptoms may occur every 
morning or several times a week for years, or may be intermittent with 
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symptom-free periods of several months. He further states that this syn- 
drome occurred as frequently when the stomach was gastroscopically normal 
as when it was diseased, and that it was not associated in any way with the 
quality or quantity of alcohol drunk nor with excessive smoking. He there- 
fore concluded that these symptoms are either psychic or central in origin, 
and probably not related to gastric disease. 

Schindler (1947) concludes that in treating gastritis, irrespective of the 
part played by alcohol in its etiology, the patient is best off when he gives up 
drinking entirely. He recommends abstinence from alcohol in superficial 


and hypertrophic gastritis, but is not entirely convinced that such a rigorous 


attitude is wise in severe atrophic forms. Indeed, he would not hesitate to 
prescribe small amounts of red wine with meals as a therapeutic procedure for 
older patients with this condition, whose appetite and well-being may thereby 
be increased. He considers, that a much stricter attitude is required so far 
as smoking is concerned, and that its elimination is more important in 
gastritis than in peptic ulcer. 


CONCLUSION 
‘Those who wish te enjoy the good things of life must learn to exercise that 
foremost, excellent, pre-eminent, paramount, supreme, crowning, un- 
rivalled, matchless, incomparable, unparalleled, sovereign, transcendental 
virtue moderation although Rabelais is reputed to have said: 
“There are more old drunkards than old doctors anyway’. 
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INDIGESTION AS A SYMPTOM IN SYSTEMIC 
DISEASE 


By H. K. GOADBY, M.D., F.R.C.P. 
Physician, St. Thomas's Hospital 


WHEN a patient complains of indigestion he may mean any unpleasant 
sensation felt by him at any time of day, anywhere from the suprasternal 
notch to the symphysis pubis, in front or in the back. This bears out the 
hypothesis put forward by Harman (1948) that pain from internal organic 
disease is felt by the patient in conscious areas of his body. It is all too vague 
for diagnostic purposes, and so for the purpose of this article | must be more 
precise and define indigestion as a recurrent or chronic discomfort in de- 
finite relation to meals. Even with this definition the field is wide: Cabot 
(1924), in a six-year survey of patients admitted to the Massachusetts General 
Hospital, found 12,612 non-gastric causes of dyspepsia as against 2,697 
gastric causes, including ulcers, growths and anomalies of secretion, struc- 
ture and position. If we take out from the non-gastric causes of indigestion 


those that have been recounted in other articles in this symposium, namely, 
neuroses (1,482),* gall-bladders (not listed), constipation (605), alcohol (too 
many and too vaguely nurmerable for graphic representation), there is still 


a large number remaining. ‘he proportion of cases in this country at the 
present time cannot be exactly the same as in Cabot’s series of hospital 
admissions in 1918-24, yet it probably does not differ widely, so we are left 
with roughly 1o out of 14 cases of indigestion in which other systemic 
diseases will be found as the cause of the symptoms 

Listing the possibilities, there are for example: 

Pulmonary disease, such as tuberculosis, neoplasm, bronchiectasis 

Cardiac and vascular disease: cardiac failure of any origin, aneurysms, athero- 
sclerosis 

Liver: cirrhosis (gall-bladder conditions are dealt with in a separate article) 

Small intestine: growths, amoebiasis, appendix 

Peritoneal: any large tumours, including unrecognized pregnancy, ascites 


Pancreas: carcinoma 

Reticulo-endothelial: Hodgkin's disease, lymphosarcoma, tuberculosis 
Neurological: tabes dorsalis 

Renal: chronic nephritis, uremia 

Vetabolic: food idiosyncrasies diabetes mellitus 

Occ upational lead potsoning 


How then is an accurate diagnosis to be made? 


PULMONARY DISEASES 
It is rare for the typical story of a peptic ulcer to be given in any other 
condition; the well-known catch is pulmonary tuberculosis. In a young 


*The numbers in brackets are the figures given by Cabot 
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patient, say aged twenty to thirty, complaining of indigestion, the lungs must 
always be x-rayed as well as examined clinically, even if the barium meal 
x-ray report is ‘duodenitis’ or ‘spasm and deformity of the duodenum’. The 
explanation of the dyspepsia may be gastritis or duodenitis due to swallowing 
infected sputum, or maybe there are two common conditions in one person 
The lung disease may easily be missed if the chest is not x-rayed. 
Bronchial carcinoma may present with secondaries in the liver or with 
dysphagia, or may cause high epigastric pain after, or at, meals, the true 
reason being revealed only on x-ray examination of the lungs or by further 


progress and observation. 


CARDIAC DISEASI 

Whether the cause be myocardial ischaemia, old rheumatic valvulitis, of 
hypertension, chronic cardiac failure is often accompanied by indigestion 
Careful clinical examination will reveal the underlying trouble in most cases 
Ischamic heart disease as the cause of cardiac failure and dyspepsia may 
only be proved by electrocardiogram. Often a constricting feeling, less 
intense than the pain of classical angina pectoris, is felt after meals; this may 
possibly be because the patient then gets up and goes to his work, but anginal 
pain is often felt after a meal when sitting down at rest. 


LIVER DISEASES 
Cirrhosis may produce indigestion for many years before a hamatemesis, 


ascites or jaundice clinches the diagnosis (Cullinan, 1936). ‘The history may 


mimic that of a peptic ulcer, but a confession of alcoholism may point the 
way, before enlargement or hardness of the liver is obvious. 


INTESTINAL DISEASES 

Small intestine._Indigestion, especially with a feeling of distension, is often 
the main symptom of steatorrheea (tropical or non-tropical sprue). Diarrhaa 
is often not a prominent complaint; the patient may have an obscure macro- 
cytic ana#mia, or wasting, or may never have developed to physical maturity, 
and the fatty stools may be found when searching for the cause. Inspection 
of the stools should be a routine examination in any case of obscure in- 
digestion. Growths of the small intestine are rarities: a patient may present 
with indigestion accompanied by occult bleeding or frank melana, and be 
found to have a palpable abdominal lump. 

Large intestine. Carcinoma of the colon without the classical symptoms, 
such as constipation or subacute obstruction, is not a common cause of 1n- 
digestion; if it is the enly symptom, a palpable lump is unlikely to be found 
With a short history of indigestion in a man of forty years or more, the 
barium meal examination showing a normal stomach and duodenum, a 
barium enema should be the next investigation ; particularly if the discomfort 
and perhaps vague tenderness are felt in the right iliac fossa, or right or left 


hypochondrium. 
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The appendix.—A patient may give a history of an attack in the past, 
suggesting mild appendicitis. His discomfort after meals may constantly be 
referred to the right iliac fossa, and some tenderness on palpation be found 
there. At operation some abnormality of, or around, the appendix may ve 
found. ‘The operation may cure his symptoms permanently; he can then be 
said to have had appendix dyspepsia. Otherwise, appendicectomy for in 
digestion is speculative. 

Amehiasis.—-In tropical countries, and in this country when members of 
H.M. Forces return home from the East, chronic amerbiasis may give rise to 
indigestion, which may closely simulate peptic ulcer. A history of residence 
abroad and of dysentery of mild but relapsing type should lead to sigmoido- 
scopy, and to examination of fresh warm specimens of stools for Entamuwba 
histolytica or cysts. Cure of the symptoms and signs by ameebicides would 
clinch the diagnosis. 

Other intestinal parasites.Tapeworm segments or roundworms may be 
seen by the patient; examination of the stools for ankylostoma ova, and the 
like, is indicated if there is a history of residence in localities where infection 
is likely. 

RENAL AND VASCULAR DISEASES 
Chronic nephritis and uremia are common causes of indigestion. The diag 
nosis should be easy on clinical examination, and urinary and blood urea 
findings. 

Aneurysm of the thoracic aorta may cause severe discomfort, especially 
at meal times: the discomfort is likely to be of the nature of a dysphagia. 
‘There may be physical signs of a pulsating upper anterior thoracic tumour, 


or of its pressure effects, or it may be found only on x-ray examination. ‘The 


condition is proved by a positive blood Wasserman reaction. 

Aneurysm of the abdominal aorta, usually atheromatous, is more often 
tentatively diagnosed than found on examination of the abdominal contents 
A pulsating tumour which is shown on x-ray to be undoubtedly a fusiform 
enlargement of the aorta, with calcification in the wall, is a rare condition 


RETICULO-ENDOTHELIAL SYSTEM DISEASES 
Enlargement of mesenteric glands may give rise to indigestion as the earliest 
symptom. ‘Tuberculosis under the age of thirty, lymphadenoma from twenty 
to thirty, and lymphosarcoma over the age of sixty, are possibilities within 
their age-groups. ‘l'uberculous glands are unlikely to be diagnosed clinically 
and proof will come only from exploratory laparotomy or by finding calcified 
glands on radiological examination. 

It is most uncommon for patients with lymphadenoma or a lymphosarcoma 
to present with indigestion as the first complaint. It is more likely that they 
will be known to have these conditions, having had biopsy previously for 
enlargement of superficial glands. ‘The glands having been removed surgic- 
ally, or having disappeared with x-ray therapy, the patient later starts to 
have abdominal discomfort after meals, and may at the same time run a 
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continuous low-grade or undulant fever. A mass of abdominal glands as 
well as an enlarged spleen may be felt. It is reasonable then to attribute the 
symptoms to mesenteric adenopathy. 


LARGE ABDOMINAL TUMOURS AND PERITONEAL DISEASES 
Many women over the age of forty are unfortunately not surprised or even 
disturbed if they grow fat. It is not the size of the abdomen but the dis- 
comfort after meals due to the vast spleen of leukaemia, or a large ovarian 
cyst, which brings them to their doctor. ‘The cause of the symptoms in such 
cases is clinically easy to find: the reason for the leukaemic splenomegaly is 
usually shown by the leucocyte count; sternal marrow puncture may be 
needed to prove the diagnosis in aleukemic leukemia, although symptoms 
of anemia usually overshadow the dyspepsia in these patients. 

Ascites from cirrhosis of the liver or malignant peritonitis is likely to be 
gross before causing dyspepsia, and then the diagnosis is obvious. 

Tumours arising out of the pelvis are occasionally found to be causing 
discomfort after meals. It is not unknown for a patient to seek advice for 
a dyspepsia for which the reason is found to be an unsuspected or un- 
recognized pregnancy. A curious crying noise in the ward bathroom one 
morning proved the diagnosis in a case sent in for investigation of ‘dyspepsia 
and ascites’, 

PANCREATIC DISEASES 
The pancreas is as obscure a cause of symptoms as it is deep in the abdomen. 
Progressive obstructive jaundice due to carcinoma of the head of the pancreas 
may be preceded by a period of vague dyspepsia, the cause of which is 
diagnosed only too late. Chronic pancreatitis giving rise to dyspepsia and 
steatorrheea is a rarity. Carcinoma of the body of the pancreas must be con- 
sidered in an elderly patient with obscure progressive pain in the upper 
abdomen radiating through to the back, often a little worse after meals. It 
is more likely to be found when an exploratory laparotomy is done in a 


patient suspected of ‘a carcinoma somewhere’, because of anorexia, loss of 


weight and indefinite abdominal pain. 


NEUROLOGICAL DISEASES: TABETIC CRISES 

It has long been the tradition to look for tabes dorsalis when a man com- 
plains of pain after meals, but | have never succeeded in finding tabes as the 
cause of true indigestion, although there has been an occasional case with 
both a duodenal ulcer and tabes. In Cabot’s cases, too, the abdominal 
symptoms of tabes dorsalis were gastric crises of vomiting and severe pain, 
quite unrelated to meals. No other neurological diseases need be considered 
in the differential diagnosis of indigestion, although a cerebral tumour may 
give rise to vomiting and anorexia. 


MFTABOLIC DISORDERS 


Achlorhydria as a proven cause of indigestion is so uncommon as to be 
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scarcely worth consideration. After all, some 7 per cent. of the population 
are achlorhydric on a single test for gastric secretion. Patients with achlor- 
hydria and anwmia, be it pernicious or microcytic anemia, hardly ever 
complain of dyspepsia 

Hyperacidity (hyperchlorhydria) is a clinical diagnosis not a biochemical 
disease entity: we may relieve the patient's symptoms by antacid powders, 
but this does not prove the diagnosis. 

Little is heard nowadays of starch dyspepsia with the finding of undigested 
starch granules in large numbers in the stools. Perhaps the adaptation of 
what used to be a carnivorous nation to the farinacious diet of the present 
day is the explanation. Food idiosyncracies are common enough, but apart 
from the indigestion of peptic ulcer, are not associated with any known 


structural abnormality. 


THE CGSOPHAGUS 

On the whole, pain from esophagitis or from a hiatus hernia ts not usually 
felt in strict relation to meals. The typical time is on lying down at night; 
the pain is relieved by sitting up. Dysphagia, not strictly dyspepsia, is a 
likely symptom; but of all symptoms which the patient will call indigestion, 
heartburn is one of the most likely. It is a symptom common to many other 
conditions, such as peptic ulcer or gall-stones. ‘The low retrosternal position 
of the pain, and the reaction to posture suggest investigation of the aso- 
phagus as the source of the symptoms (Harman, 1952; Barrett, 1952). 


OCCUPATIONAL DISORDERS 
‘The occurrence of abdominal symptoms in lead workers is well-known, and 
dyspepsia is occasionally one of them. Other occupational dyspepsias, such 
as the manufacture of organic solvents, are well known to industrial medical 
officers, but hardly come the way of the ordinary practitioner. 


CONCLUSION 


Indigestion presents a fascinating diagnostic problem. ‘here are so many 
conditions not in the immediate organs of digestion, namely, the stomach, 


duodenum and gall-bladder, that these will be at fault in only about 1 in 7 
patients whose symptoms are related to meals. For no other symptom is it 


more important to obtain an accurate history, to undertake a thorough 
physical examination of all systems, and to put in hand the appropriate in- 
vestigations dictated by the clinical findings. 
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THE promotion, preservation and restoration of health are among the great 
functions of the social organism, similar in nature and importance to de- 
fence, education, conservation, transportation and industry. All are necessary 
nowadays to the integrated living of a nation, perhaps indeed to its very 
survival. The health of a people has therefore become a direct concern of 
government, but how a government is related to the health function will 
depend upon the nature of the state which that government serves. In 
appraising any nation’s health or medical establishment, consideration must 
be given to its fitness, not merely in general terms, but to its specific fitness 
for the particular state of which it is a part. The pattern of organization of 
health forces which is appropriate for one state may be inappropriate for 


another. 
In totalitarian Russia one finds totalitarian medicine; no other kind would 


be possible in that type of state. On the other hand, the United States of 
America, so enamoured of private enterprise in general, clings, or at least 
the majority of its medical profession cling, to private enterprise in medicine 
Because any critic of a medical establishment, particularly if he be himself a 
physician, views his own country’s situation from within and those of other 


countries from without, detachment is difficult, but I hope not impossible to 
achieve. Much of the American criticism of the British National Health 
Service, for example, particularly that by doctors, has been highly pre- 
judiced. ‘The aim has been not so much to discover how the National Health 
Service is actually serving Britain, as to find faults in it (and of course there 
are some) which can be utilized as propaganda material in the battle at home 
to preserve the medical status quo. 

The reason for such motivation is not hard to find. The private prac- 
titioner of medicine in the United States today enjoys a highly privileged 
position. ‘The best paid and most secure of all professional people, he is very 
satisfied with his present lot and resistant to any fundamental change in it. 
As he watches the growth of the welfare activities of government, however, 
he becomes fearful that his privileges may be taken from him. In this he is 
neither better nor worse than other privileged groups; industrialists, for 
example, or veterans, or certain monopolistic labour organizations. Or 
ganized medicine accordingly has entered the political arena as a pressur¢ 
group seeking to block any further social legislation, and to date it has met 
with considerable success. 

My own position in these matters is unorthodox. Having spent my pro- 
fessional life in academic salaried positions—very happily, I may add—the 
special concerns of private practice have not influenced me. I have long been 
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attracted by the social factors of medicine as subjects for study, but I have 
attempted to view them in the dispassionate way of the scientific investigator, 
not in the partisan way of one who is himself directly affected by them 


GREAT BRITAIN AND THE UNITED STATES: A COMPARISON 
\s I have observed the British National Health Service from its inception, 
certain things have become apparent, certain points have been clarified. In 
the first place it is quite evident that at the close of the last war Great 
Britain had no economic recourse but to establish some sort of national 
health programme. No way of supporting the nation’s hospital structure, or 
of assuring comprehensive medical care to all the King’s subjects, was avail- 
able save through government. The health bill of the nation had to be 
budgeted along with the cost of defence, welfare, food, transport and 
housing. The country had to decide what it could afford to spend on 
health—-and plan accordingly. Such planning obviously could only be done 
by government. The United States has not yet found itself in such an 
extremity. It can still afford to play at medical politics; Britain cannot 
The time will probably come, however, when the United States also will 
be unable to afford this diversion: vox populi will demand a national health 
plan commensurate with Britain's, though of a different pattern. 

A fundamental difference in attitude on the part of organized medicine in 
the two countries toward national health plans, I find highly interesting 
‘The medical profession in Great Britain had accepted and learned to live at 
peace with a national health insurance plan for some thirty-six years before 
the present National Health Service became operative. ‘The transition to 
national public medicine was thereby buffered to some degree, as it was also 
by the Emergency Medical Service of the war years. It ts not surprising 
therefore to find that organized medicine in Britain was ready to go along 
with a national health plan in 1945, at least in principle. ‘The subsequent 
discontent with the National Health Service among the profession, so far as 
I can gather from conversations with many English doctors, has been not 
with fundamental principle, but with the manner in which the service has 
been organized and put into effect—-too hastily and too ruthlessly on the 
part of the Ministry of Health, and without adequate consideration of the 


opinions and economic needs of the medical profession. 
In the United States the situation is quite different. There organized 


medicine is opposed even to government health insurance, to say nothing of 
national health programmes more comprehensive in nature. ‘The great 
empire of private medicine must be preserved as it is, and any extension of 
government into the practice of medicine must be prev ented regardless of 
manner or cost. Even federal aid to medical education is opposed by or- 
ganized medicine, despite the fact that the medical deans assure us that the 
medical schools are in serious financial straits. Without increased support 
to the schools the quality of medical education is bound to deteriorate 
The amount of support needed must largely come from tax money, vet 
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organized medicine so far has successfully blocked all legislation to provide 
federal subsidies to medical education. Such support, like any other ex- 
tension of government into medicine, is branded as ‘socialized medicine’. 
The whole attitude is supercharged with emotion. ‘Socialized medicine’ has 
become a smear word, and therefore loses all meaning. 

How varied is the scene when viewed from different angles! I was reading 
some months ago an English medical philosopher. He was very unhappy 
about medicine in Britain under the present National Health Service, and 
longed nostalgically for the happy days of National Health Insurance before 
July 5, 1948. This conservative medical Englishman looking backward re- 
garded national health insurance as admirable. Conservative medical 
Americans looking forward, regard national health insurance with horror as 
socialistic to an alarming degree. 


STATE-AIDED MEDICINE IN AMERICA TODAY 

Despite the emphasis on private medicine, there is already a great deal of 
government medicine in the United States, provided both by the federal 
government and by the governments of the individual states which con- 
stitute the federal union. For our present purpose the federal is the more 
significant. It is chiefly the threat of extension of the federal medical estab- 
lishment which has provoked the vigorous, and, in my opinion, rather blind, 
reaction of organized medicine. ‘The chief difference between government 
medicine in Great Britain and in the United States is that in the former, 
medicine is socialized in the true meaning of the term, that is to say, it is 
owned, supported, integrated, and operated by government under a single 
Ministry of Health, and is available to, and for the benefit of, all people, 
whereas in the latter it is not integrated, there is no single ministerial control, 
and the services are provided only for certain special categories of citizens. 

The Hoover Commission, eppointed by the United States Congress in 
1947 to study the problem of reforming the federal bureaucracy, found that 
there are three large, and over thirty smaller, federal medical systems which 
are operated independently of one another, going their own ways, making 
their own plans, building, staffing and running hospitals with ‘little 
knowledge of and no regard for the operation of the others’. It has been 
estimated that under this congeries of medical systems, some twenty-five 
million people, one-sixth of the nation, or one-half that served by the 
British National Health Service, are eligible for some degree of medical care. 
The major recommendation of the Hoover Commission with regard to 
medical affairs was that all these independent federal activities, except the 
field medical services of the armed Forces, be unified under a single national 
bureau of health. This recommendation would seem to be but common 
sense, yet to date nothing has come of it in the way of positive action. 

The huge medical empire of the Veterans Administration is, | believe, 
unique. Potentially affecting some twenty-one million veterans, it operates 
today 151 hospitals containing 119,400 authorized beds, which ts 8 per cent. 
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of all the hospital beds in the United States. It offers free care in hospitals 
to all veterans for Service-connected illness, and when facilities are available, 
for non-Service-connected illness also. ‘The growth potential of the Veterans 
Administration’s hospital system is thus unlimited. If the hospitals are not 
filled with Service-connected cases, they fill up with non-Service-connected. 
Then being full, if more beds are needed for Service-connected cases, more 
hospitals are built, and so on. 

As veterans become ever more numerous, there is danger that private and 


voluntary medicine may become completely encircled by the free (tax- 
supported) medicine of the Veterans Administration. This is a far greater 
threat to the medical status guo and its voluntary institutions than is com- 
pulsory health insurance as proposed by Messrs. ‘Truman and Ewing; but 


so obsessed is the American Medical Association leadership with the desire 
to kill the latter, that it has on the whole ignored the former. Indeed some 
of the doctors who are fighting what they call ‘socialized medicine’, are 
serving in the Veterans Hospitals on salary with the greatest equanimity! 
Yet if there is anything in the United States that amounts to socialized 
medicine, the Veterans Administration’s medical services are it. Should they 
engulf most of the rest of medicine, the United States would end up with a 
situation not unlike Britain's, but it would have got there by default, not 
purposefully as has Britain. 


A VOLUNTARY NATIONAL HEALTH PROGRAMME? 
Among the democracies Great Britain and the United States may be said 
to occupy the opposite ends of a spectrum in the matter of the relation of 
medicine to the state. ‘The Scandinavian countries and Australia and New 
Zealand occupy intermediate positions. In Canada the situation is similar 
to that in the United States, but the medical profession there appears to be 
more disposed to reform than in the United States. 

In Great Britain the small stream of private practice—Harley Street 
medicine, and all that-—which still persists, is, it seems to me, without 
significance from the national point of view. In the United States, which 
has, as I have indicated, both private and public medicine, the private 
portion remains of vast importance. Until the nation itself moves further 
towards socialism, private medicine will continue to be the instrument by 
which the majority of citizens obtain medical care. Much needed reforms to 
make comprehensive medical care available to all people on terms they can 
afford will have to come, at least in the first instance, within the framework 
of private enterprise medicine, or voluntary agencies. 

The opportunity to secure a national health programme by voluntary 
effort lies open to the medical profession of the United States. The pattern, 
as I see it, must include first the spreading of the cost of comprehensive 
medical care through prepayment of some sort. Fee for service, which per- 
mits the exploitation of patients by doctors, does not meet modern needs, 
nor do I consider capitation as used for general practitioners under the 
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British National Health Service altogether satisfactory. It permits the ex- 
ploitation of doctors by patients. Paying doctors by salary, as in the case of 
specialists in Britain, seems to avoid both these objections, and as I have 
observed the working of the British National Health Service, it has seemed 
clear that the specialists have been, and are, more content with it than the 
general practitioners. 

Placing practising doctors on salary presupposes some sort of practice 
group organization which can pay the salaries. A great variety is possible, 
also desirable, if local needs are to be met in the best way possible. It is un- 
likely that anything remotely resembling an adequate national health pro- 
gramme can ever be achieved by the voluntary etforts of doctors alone. A 
joint endeavour by both doctors and patients, by both the providers and the 
consumers of medical care, is needed. A movement has started in the United 
States along these lines. It takes the form of consumer-sponsored co- 
operative health plans. Under such plans a group of people forms a co- 
operative association which engages a staff of doctors to provide its members 
with comprehensive medical care, and secures, either by construction or 
afhliation, the facilities, hospital or other, which are necessary to the accom- 
plishing of this purpose. In its infancy to be sure, but growing, this move- 
ment, it seems to me, offers the best alternative to government-run medicine 
that has thus far emerged. Although opposed, as is government medicine, 
by the official medical associations, national, state and county, it is none the 
less attracting a steadily increasing number of good doctors; moreover, it 
is providing medical care which is apparently as satisfactory to its members 
as the National Health Service is to the British public. 


CONCLUSION 
Visiting England this past summer, my last previous visit having been in 
1949, I got the impression that the National Health Service is making good 
progress. There can be no doubt that the people are satisfied, sometimes 
enthusiastic about it. The doctors by and large are more reconciled to it 
than they were three years ago. ‘The Conservative Government has made no 
effort to get rid of it. Instead it has taken certain steps to improve it. The 
general practitioners are somewhat more content because of an increase in 
pay. Undoubtedly National Health Service has. come to stay, and in all 
probability by an evolutionary process it will gradually be improved. It is in 
harmony with the total pattern of the British state. ‘The American medical 
situation is also consistent with the pattern of its state, at least to the extent 
that it has a large free enterprise component as does also the nation as a 
whole. ‘lo date, however, this free enterprise medicine has not adequately 
met all the medical needs of all the people, and unless it presently does so, 
government may be expected to take over. In every state, whatever be its 


pattern, medicine must be in harmony with the whole, because medicine is 
essential to the people’s welfare. The pursuit of health is one of their 


inalienable rights 





PYREXIA OF UNCERTAIN ORIGIN AND 
PSYCHOGENIC FEVER 
By JOHN S. RICHARDSON, M.V.O., M.D., F.R.C.P. 
Physician, St. Thomas's Wospital 


A pDIAGNOsTICc challenge ts one that few can resist. ‘There are, however, in 
stances when this very alacrity on the part of the physician in tackling the 
problems of the patient is damaging to his interests. An example of this is 
when a prolonged and undiagnosed pyrexia is really due to psychogeni« 
causes. 

The absolute necessity of exclusion in the diagnosis of psychogenic fever 


cannot be overstressed, but it is equally important to realize that excessive 


delay in reaching a diagnosis of a psychoneurosis can only be harmful to the 


patient. When therefore a full investigation has been completed and no 
physical abnormalities have been found, the possibility of a cerebral cause 
or a psychogenic origin for the fever must be considered 

It will be remembered that fever is found not only in infective conditions 
inside the skull, but in cerebral tumours, after trauma to the head and as a 
result of a cerebral vascular accident, particularly if it affects the hypo- 
thalamic or pontine areas. Schizophrenia can present as a case of pyrexia of 
undiagnosed origin, and when this is so may provide the practitioner with a 
very difficult problem, the steps in the solution of which are outside the s« ope 
of this article. ‘There is a condition of congenital constitutional psycho- 
pathic inferiority in which fever ranging from gg to toi F. (37.2° to 
38.3 C.) throughout life is a feature, together with various congenital 
physical defects and a low mental development. 

Once a cerebral cause, among all the other causes of fever, has been care- 
fully excluded, the approach to the diagnosis of psychogenic fever should 
be changed from one of exclusion to that of an endeavour to find positive 
evidence on which to base a diagnosis. Before suggesting how this should be 
attempted the justification for considering psychogenic fever a reality at all 


must be discussed 


PSYCHOGENIC FEVER 
Reimann (1935) reported five cases of what he called ‘habitual hyper 
thermia’. ‘The first was a woman aged twenty-six, who had had a rise in 
temperature starting at the age of five that had continued for twenty-one 
years. Her temperature level followed the normal menstrual pattern, rising 
after ovulation in the second half of the evcle and showing a further rise as a 
result of emotion or physical strain. Her general health remained good in 
every respect and she was not considered to be neurotic. Three of his other 
cases were all highly neurotic and this was regarded as the primary con- 
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dition, whilst the fifth was thought to have developed a neurosis as a result 
of, rather than the cause of, the illness. 

Alvarez (1945) conducted an amusing experiment in which he took the 
temperature of a teen-aged girl on 55 occasions after she had been to the 
movies. He used as control 57 temperature estimations in the same girl on 
days when she did not go to the cinema. He found that: 

“The “‘postmovie temperatures’’ ranged from 99.00 to 100.15 , with a mean of 
99.59 ; the corresponding controls ranged from 97.95 to 99.70 , with a mean of 
98.66 F., so the difference was plus 0.93 for the movie days. Another way of 
reporting the difference was to note that on nonmovie days the average temperature 
rise from morning to afternoon was 0.73 , while on movie days it was 1.69 ° 

He also instanced examples of psychogenic fever, and mentions a young 
woman who was unhappily married and had a temperature of 100 to 
1o1 F. (37.8 to 38.3 C.) for twelve months without developing any ill- 
effects at all, and in whom detailed investigation was entirely negative. 


A further case was that of an unfortunate married woman who also ran a tem- 
perature of 100 to 101 F. (37.8 to 38.3 C.). She had had it for five years, and 
she had no less than four laparotomies to try and discover the origin of this tem- 
perature. After divorce from her husband, who was impotent, the pyrexia dis- 
appeared entirely 

Short-term rises in temperature of psychogenic origin are by no means 
rare, and it is a matter of common experience that children can run quite 
high temperatures when they get excited or frightened. 

An example is a child who, at the age of five, was so deeply distressed by the 
dangers to Bambi in the forest fire in Walt Disney's classic, that she ran a tempera- 
ture of 1o1 F. (38.3 C.). Nevertheless, an hour after getting home she ate an 
enormous tea and was perfectly well 

There are several case reports in which a rise in temperature of short 
duration was associated with a visit to hospital or a venepuncture (Falcon- 
Lesses and Proger, 1930), and Alvarez (1945) quotes the case of a girl whose 
temperature was 107 F. (41.7 C.) for a short time on the day she was 
married. It is well known that in hospital patients the temperature may rise 


on visitors’ day, and this is particularly notable in some maternity wards. 


A certain hospital had two such wards, one well away from the main gate and the 
other in a position that enabled the patients to see their visitors arriving and waiting 
for the time for admission. Symptomless pyrexia was commonly found in this ward, 
whereas it was rare to find any temperature without a definite cause in the other one 

Smith (1939) reviewed the subsequent course of 51 thoroughly investi- 
gated cases in which there was a rise in temperature for over one month; 
all were over fourteen vears of age. 


‘Twenty-two of these 51 patients had had fevers of long duration with an average 
of 3.8 years before being investigated by him, and a follow-up of three years after- 
wards, by which time none had come to any physical harm. He felt inclined to 
classify them as cases of psychogenic fever, and in almost all a positive psychiatric 
diagnosis was made by a _ psychiatrist 


His findings suggest that psychogenic fever should be suspected when a 
low-grade fever has lasted for a very long time with a normal blood sedi- 
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mentation rate. Horder (1926) recognizes this type of case and points out 
the considerable difficulties presented, particularly in children 


DIAGNOSTIC FEATURES 
First of all the personality of the patient must be considered, and various 


points in the history will, of course, suggest a neurotic basis for the pyrexia. 


While taking the history, evidence of hysterical or anxiety reactions, de- 
pressive features and obsessional tendencies should be sought. Personality 
studies and careful observations on single cases have led some observers to 
believe that these patients tend to be serious, sensitive and conscientious, 
resenting criticism and having to be carried along by the applause of others 
and the virtuousness of their own consciences (Wolf and Wolff, 1942). They 
are usually immature people at a childhood dependent level of immaturity. 

It will be remembered that the normal temperature has wide variations, 
and the probability is that 0.53 per cent. of normal ambulatory people have 
a normal mean of the 7 a.m. to 7 p.m. temperature of 99.8 to 100.19 | 
(37.7 to 37.9 C.), and it ts rare for cases of psychogenic fever to exceed 
the upper figure. ‘he temperature itself in these cases of psychogenic fever 
has, however, certain features (Reimann, 1935) 

(1) It is rarely over 100 F. (37.8 C.) but can be higher 

(2) It lasts for months or years rather than for days or weeks. 

(3) There is a wider variation between the diurnal and nocturnal tem- 
peratures. Normally this is between 1.5 F. and 1.8 F., but in these cases 
a 2.2 F. or a 3.6 F. variation is common. 

(4) The temperature goes up and down very rapidly: e.g. it may be well 
up by lunch time and down by tea. ‘This is a striking feature and may draw 
attention to the possibility of the diagnosis 

(5) These raised temperatures follow the normal menstrual variation: 1.c., 
when there is a rise of one degree or more in the second half of the cycle 

(6) Finally, the temperature may react sharply to such things as a visit to 
a hospital or the prick of a needle. 

The patients nearly always have some of the following characteristics: 

(1) They are usually female and often single or unhappily married. 

(2) They almost always look reasonably well and rarely have lost any 
weight. 

(3) They have labile pulses with cold hands and feet, may exhibit dermato- 
graphia and suffer from excessive sweating. 

(4) They complain of vague rheumatic aches, and this leads to wide 
differential diagnostic possibilities, such as rheumatism, glandular fever, 
abortus fever, meningococcal septicrmia, myelomatosis, bacterial endo- 
carditis, cirrhosis, disseminated lupus or peri-arteritis nodosum. 

Many tests will have been done and found to be normal before a diagnosis 
of psychogenic fever is seriously entertained. A normal blood sedimentation 
rate and white count will be helpful but not diagnostic, and further help 
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may be gained from a basal metabolic rate estimation as this is normal in 
psychogenic fever, whereas it tends to rise approximately 7 per cent. for 
each degree of rise in the fever of infection or fever due to neoplastic disease 

Another test that may be tried is the sedation antipyretic test. ‘The tem- 
perature is taken frequently on several days over a period of time when it 
usually rises. After a base line has been obtained in this way, an antipyretic, 
such as aspirin or phenacetin, is given, and if the temperature still rises 
this suggests that the fever is not of infective or neoplastic origin. A strong 
sedative is given on the next day at the same time, and a fall or a failure to 
rise provides some evidence that the fever is psychogenic. This part of the 
test is of rather doubtful value as the normal temperature falls as a result of 
sedation, and this also occurs in cerebral fever caused by tumours or in 


schizophrenia, and even in some cases with an infective process. 


CLASSIFICATION 
An attempt has been made by Wolf and Wolff (1942) to classify psychogenic 
fever, and they suggest that cases can be grouped under four headings: 
(1) High fever of a degree dangerous to life, in a person who does not 
appear ill. 
(2) Low-grade persistent fever (Horder, 1926). 


(3) Isolated rises associated with emotion (Falcon-Lesses and Proger, 


1930). 
(4) Bouts of fever recurring over years without apparent detriment to the 


patient (Reimann, 1935). 
The first group should cause little difficulty as a temperature of 108° F. 
(42.2 C.) lasting for more than four or five hours is usually lethal, and a 


temperature of 110° to 112 F. (43.3 to 44.4 C.) almost invariably so. A 
transitory very high rise may occur in hysteria but usually temperature re- 
cordings of this level are due to fraud on the part of the patient. Sometimes, 
of course, the thermometer is at fault and this possibility should always be 


kept in mind. 


With regard to fraud, a young man who claimed to be a professional footballer 
recently deceived several observers for some days. A month before he had had an 
appendix removed for acute appendicitis at another hospital, and when seen was 
complaining of severe pain of a colicky character, with local tenderness in the right 
iliac fossa, and had a temperature swinging up in the evenings to 104° F. (40° C.) 
He said he had served in the Army in the Middle East, and malaria was naturally 
suspected. Simple investigation proved entirely negative and the white count was 
repeated with a view to further exploration of the right iliac fossa if it had risen 
However, that night his temperature rose to 107’ F. (41.7 C.) and his game with 
his hot-water bottle was up. He realized this and the next morning absconded from 
hospital taking with him {15 belonging to the patient in the next bed, who was a 
policeman. It so happened that the surgical registrar from the hospital changed his 
job on the day before this man was found out, and the patient walked straight into 
this registrar in his new hospital some 20 miles away. Unfortunately the surgical 
registrar did not realize that the man was wanted by the police so left no guard on 
him while he went to telephone his former hospital to find out why the man had 
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been discharged. When he returned to the casualty department the patient had 


disappeared. 

LOW-GRADE PERSISTENT FEVER 
The second group, low-grade persistent fever, is the one in which difficulties 
in diagnosis really arise, and it is in respect of these cases that every effort 
to exclude organic disease is absolutely necessary. The following case history 


affords an example of such a case. 

The patient, a married woman of twenty-nine, was an only child and her mother 
said that she was always nervy, and spoilt by her father. During her childhood she 
suffered from migraine and what was called acidosis, and ‘ran temperatures’. Her 
mother thought that all these attacks were, in fact, due to ‘nerves’. She married at 
the age of twenty-four, and gave birth next vear to a child who died at the age of ten 
months from polycystic disease of the pancreas. ‘Two months after this tragedy she 
began to feel as if she had ‘flu. Her temperature was found to range between 99 
and 1007 F. (37.2° to 37.8 C.), and she had noticed that it could go up and down 
very rapidly in a short space of time. ‘The temperature was accompanied by a feeling 
as if her throat was stiff, and she complained of a vague pain in her back. She had 
had dyspareunia ever since the birth of her child, but not before 

She had a complete in-patient hospital investigation on two occasions. The white 
blood count never rose above 7000, with 65 per cent. polymorphs, and the blood 
sedimentation rate ranged between 2 and 5 mm. (Westergren) per hour. There were 
no abnormal physical signs on repeated examination beyond some chronic in- 
fection of the tonsils, and these were ultimately removed without any alteration in 
her rises in temperature. Following tonsillectomy she said she felt ‘awful’, was 
constantly nauseated and giddy, and had no energy. These typical functional symp- 
toms persisted for weeks. She was advised to have another child but said she felt 
far too ill to do so. In fact, she looked extremely well, and her somewhat vocal 
mother volunteered the information that she thought the patient was pleased with 


her temperature. She has now had another child who is over a year old, and since 


his birth she has had no more bouts of pyrexia 


ISOLATED RISES IN TEMPERATURI 
Isolated rises in temperature accompanied by emotion are a matter of 


common experience. 
An example of this group is afforded by the case of a Parliamentary candidate 


whose fight was a very hard one and he felt he was losing it. He retired to bed in 


hospital with a high temperature but no physical signs or abnormal investigations 
He was elected by a very small majority, and when the result was announced to him 
he leapt from his bed and rushed off to triumph in his constituency. There was 
no more pyrexia 

This lability of temperature and its association with emotion are recog- 
nized by many lay authors, and reference to it is found in that delightful 


book “The Little World of Don Camillo’ by Giovanni Guareschi, where the 


good but pugnacious priest often retires to bed with a fever when worsted 
by his beloved arch-enemy, the communist Mayor of the village. 


RECURRING BOUTS OF FEVER 
The fourth group, recurring bouts of fever over several years without pro- 
ducing harm to the patient, is illustrated by the following case: 
An unmarried schoolmistress of fifty-eight, was diagnosed as suffering from 
sacro-iliac tuberculosis at the age of twenty-two and was in a spinal chair until she 
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was twenty-seven. She remained well for five years, but then had a nervous break- 
down that was attributed to a new headmistress at her school and many worries at 
home ; that deadly combination of worry at both ends of one’s activities. When she 
was forty-four she had an attack of pleurisy, and ever since then had had bouts of 
evening pyrexia of 100° F. (37.8 C.), or just over, lasting for three to four weeks 
She produced a temperature chart that she had kept faithfully for four years, and a 
long list of symptoms. No abnormal physical signs were found, and full investiga- 
tion on innumerable occasions proved negative. In particular, of course, evidence 
of tuberculosis was sought. Her case was followed up, and three years later she was 
still having similar bouts of fever when she was worried or hard pressed. The last 
complete re-investigation was seven years after the onset of her fever, and no 
abnormality whatsoever was found 

A second example of this group is that of a girl who, at the age of fifteen, was the 
subject of a mild sexual assault while at a convalescent home where she had been 
sent after a supposed attack of rheumatic fever. She was transferred from the con- 
valescent home to hospital, where her temperature was found to range between 99 
and 102” F. (37.2° and 38.9 C.), and this persisted for six weeks. Her white count 
was 8,600; polymorphs 70 per cent. Full investigation failed to reveal any abnor- 
mality, and there was nothing to suggest that she had active rheumatism, and, in 
fact, it was considered doubtful whether she had ever had rheumatism at all. It 
was eventually decided that this was an hysterical phenomenon and she was sent 
home, whereupon her temperature settled at once. Her subsequent medical history, 
however, showed repeated admissions to various hospitals with pyrexia and different 
complaints all of which required exhaustive investigation and for which no abnor- 
mality was ever found. When last heard of she was in hospital with vomiting of 
hysterical origin and was again pyrexial. 


‘These cases are always difficult to handle and the diagnosis must be made 
in two distinct stages. First, there must be very careful and exhaustive ex- 
clusion, and after this a positive attempt must be made to find any psycho- 
logical factors that might be operating in the individual patient. ‘The 
character of the temperature and its time relationship should then be care- 
fully reviewed in the light of any fresh information that has been gained 
from this new approach. 


CONCLUSION 
The diagnosis of psychogenic fever is always an anxious, laborious process, 
but it is, on occasions, a true diagnosis, and unless it is reached the fate of 


the patient is indeed an unhappy one. She will be subjected to repeated 


expensive and tiresome investigations, poisoned by prolonged therapeutic 
trials, burdened by financial worry due to continuous loss of work, and thus 
her anxieties will be increased and her hopes of recovery will diminish as 
each new doctor has a fresh idea. 
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THE SCOTTISH AIR AMBULANCE SERVICE 


By JOHN SMITH, O.B.E., T.D., M.B., B.Cuir. 
Medical Officer, Department of Health for Scotland. 


IN 1933, a doctor in Islay, despairing of the life of a patient too ill to stand 
the long journey to hospital by sea and road but in urgent need of surgical 
treatment within a few hours, managed to arrange for the patient to be flown 
to Glasgow and to recovery. Naturally this led to requests for help trom 
doctors elsewhere, and gradually an air ambulance service began to 
develop. It was operated by Scottish Airways Limited and their predecessor 
companies often under conditions of great hazard for the pilots. ‘The 
Department of Health for Scotland sponsored the service through local 
authorities, particularly the County Councils of Argyll and Inverness, as 
part of the medical service to the Highlands and Islands. By the beginning of 
the 1939-45 war it had extended to the Kintyre Peninsula, the Hebrides and 
the Orkney Islands. ‘The service was kept going during the war years after 
some initial difficulty and, after the war, with more airfields available, was 
extended to other places. When the British European Airways Corporation 
took over all the United Kingdom internal services they also took over 
operation of the air ambulance service in Scotland. ‘The cost of each flight 
was met by the local authority concerned, who invited a contribution from 
the patient according to his means, but with discretionary power to waive 
this contribution in cases of need. Until the advent of the National Health 
Service two-thirds of the cost to the local authority was refunded by the 


Department of Health for Scotland from the Highlands and Islands (Medical 


Services) Scheme Fund. 


THE PRESENT SERVICE 

In 1948, when the National Health Service came into being, Regional 
Hospital Boards in Scotland became responsible for the air, as well as for 
other, ambulance services, and it is on their behalf that B.E.A. now operate 
it. ‘The cost is borne entirely by the Regional Hospital Boards and is 
currently between {10,000 and {12,000 per annum. Table 1 gives some 
figures to illustrate the present extent of the Service. These annual figures 
are fully three times greater than pre-war. The flights are not evenly spaced ; 
there may be two or even three in one day and then an interval of some days 
before the next call comes. 

The service is based on Renfrew (which is Glasgow's airport) and 
\berdeen. Over 8o per cent. of the calls are from the Kintyre Peninsula and 
the Western Isles, and accordingly it is from Renfrew that most of the flights 
are made, and to Glasgow hospitals that most of the patients are brought 
Renfrew-based aircraft also carry patients from the Outer Hebrides to 
Stornoway, Inverness and, very occasionally, to Aberdeen and Edinburgh 
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Aircraft from Aberdeen collect patients from Orkney and Shetland, almost 
all going to Aberdeen hospitals, and an occasional one from Wick going to 
Inverness. ‘he aircraft normally used are DH 89 Rapides which, with three 
seats removed to make space for a stretcher, can still carry a crew of pilot 
and radio officer, a nurse and two other passengers. ‘These may be relatives 
or other sitting patients. One aircraft is always equipped and available at 


Renfrew for emergency calls by day and night. When necessary a second 


TABLE 1 





No. of No. of Miles 
flights patients flown 


1945 245 275 65,000 

1949 OS 5 72,200 

1950 240 9 §7,175 
> 


19st 265 3 60,312 








aircraft can be brought into service if a really urgent call comes in while the 
first one is already out. Occasionally larger aircraft are used in really bad 
weather if a suitable airfield is available, as the Rapides are not fitted with 
de-icing equipment. Only the Rapides can use emergency landing strips. 
Ambulance aircraft fly to the airfields used for ordinary passenger services 
at Campbeltown (Kintyre), Islay, Tiree, Benbecula, Stornoway (Lewis), 
Wick (Caithness), Kirkwall (Orkney) and Sumburgh (Shetland); to Barra, 
where the landing ground used for schedules services is a sandy beach and 
where landing depends upon the state of the tide; and to emergency landing 
strips maintained for ambulance flights by Regional Hospital Boards at 
Northton Beach (South Harris), Sollas (North Uist), Coll, Oronsay, and 
on the Orkney Islands of Westray, North Ronaldshay, Stronsay and Sanday. 
There is as yet no service to Skye, where there is a surgical hospital, or to 
Mull from whence emergencies must go by boat to Oban. 


CRITERIA FOR AIR AMBULANCI 

The decision that a patient must travel by air is made by the local prac- 
titioner. He must consider not only the clinical urgency of the condition, 
but also the road his patient has to travel to get proper treatment. ‘l’o those 
who know the west and north of Scotland it will not seem strange that the 
first part of a patient’s journey may be the longest and the most difficult. 
Often it may start by some rough transport to a boat, continuing, after a 
water crossing equally rough, by ambulance, or something improvised as 
such, over many miles of indifferent road to the airfield or air strip. ‘These 
difficult journeys, however, are not everywhere the rule, and from towns or 
villages served by good roads the journey may be very speedy. ‘The following 
example is by no means exceptional. 


A man digging for fishing bait in Islay was seized with violent abdominal pain 
He was seen by his doctor half an hour later, and four hours later was being wheeled 
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into the theatre in a Glasgow hospital to have his perforation closed. The alter- 


native jouney by sea and road might well have meant a day’s delay. 

The service from Campbeltown is particularly rapid and patients are not 
infrequently moved during a difficult labour from the local maternity home 
to hospital in Glasgow. Clinical urgency is the sole criterion for summoning 
an aircraft immediately, but the patient’s age or general condition may 
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make air transport desirable even if the urgency is not great. In this latter 
event the doctor has three choices: he may wait until an aircraft has to be 
summoned for an urgent case; he may ask for an air ambulance, stressing 
that the case is not urgent and can be fitted in at any time with other am- 
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bulance flights; or he may arrange for the patient to travel by ordinary 


passenger air service. 


CLINICAL CONDITIONS 
For what conditions are patients sent to hospital by air? Ages vary from the 
newly born infant of a few hours to the very old, and the conditions depend 
largely upon local facilities for treatment. Over-all figures are therefore 
misleading. ‘The traffic is much smaller from Orkney and Shetland and from 
Lewis than the other areas served, because there are hospitals with surgical 


Surgical Maternity and Gynaecological 





Appendicitis (with or without peri L'terine mertia 
tonitis) j Abortions —incomplete 
Acute retention of urme complete 
Intestinal obstruction (including threatened 
trangulated hernia Pre-eclamptic toxamua 
Pertorated peptic ulcer ) Ante-partum haemorrhage 
Pelvic abscess or pelvic peritonitis ‘Torsion of ovary 
Cholecystiti ; Other urgent 
Renal coli " Others — non-urgent 
Gangrene of toot 
Acute otitis media and mastoid 
Impacted food bolus in c-sophagu 
Other abdominal cause 
Other 


Accident Medical Other 


actured skull Cardiac 1.2. (including three 


actured temut Ikmpyema or pleural meningitis) 
actured ley 2 etfusion luberculoss 
actured arm 2 Diabetes pulmonar 
actured pelvi Hamatemesis ; Mental 





actured clavick Duodenal ulcer 


Cerebral thrombosi 
Pneumonia 

Others (adult) 
Others (pwdiatric) 


facilities in Kirkwall, Lerwick and Stornoway to which many of the obstetric 
emergencies also go. ‘This also applies in Caithness and Sutherland. In 1951, 
out of 268 flights only 7 were from Shetland and 31 from Orkney, and of the 
49 patients carried, 11 were mental, g medical, and the remaining 29 
surgical. Most of these surgical cases were for the specialized surgical units 
in Aberdeen, including the thoracic unit. By contrast, of 233 patients taken to 
Glasgow hospitals in 1951 from Kintyre and the Hebrides, 111 (47.6 per cent.) 
were surgical, excluding accidents, 47 (20 per cent.) medical, 43 (18.4 per 
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cent.) maternity and gynacological, 23 (10 per cent.) accidents, and g (4 per 
cent.) a miscellaneous group of mental, I.D., and non-pulmonary tubercu- 
losis. ‘l'able 2 elaborates these figures. ‘he diagnoses given are those finally 
made in hospital and were taken from the hospital case records by courtesy 
of the medical superintendents concerned. ‘They also serve to show not only 
how urgent most of the cases have been but with what discretion the sending 
doctors use a somewhat costly service. ‘The ultimate prognosis is apparently 
the same as for those with similar illness living near to the hospital, so that 
the air ambulance service has in fact eliminated the hazard of distance from 


those places it serves 


CALLING THE AIR AMBULANCI 
Arranging tor the aircraft is simple once a telephone is reached, but even 
though there is now a telephone reasonably accessible to most places in the 
outer islands it may still take quite a long time to journey from a distant croft 
to reach it. ‘The doctor telephones first to secure his patient’s admission to 
hospital. ‘he choice of hospital is entirely his. He then asks the local B.A 
official or the base airport direct for an ambulance flight giving the airfield 
trom which the lift is wanted, the patient’s particulars and provisional 
diagnosis (this so that any special equipment or attendance can be got 
ready), the degree of urgency, and what relatives or friends are travelling 
with the patient and, finally, the hospital to which destined. He is told very 
quickly when the aircraft will arrive, and he has then only to arrange the 
movement of the patient to the airfield. Although aircraft can and will fly 
during the night, doctors have been specially asked to request night flights 
only in the most extreme urgency. ‘There are relatively few cases which 
cannot wait the extra hour or two until daylight and are so urgent that it is 
justifiable to ask the volunteer air crew to accept all the added risks of 
landing in the dark, often in bad weather, on emergency strips without full 


navigational aids 


rHE AIR AMBULANCE AND ITS FLIGH1 
When B.E.A. receives the request at the base airport they decide when the 
flight is to take place and the approximate timings. At Renfrew, if an 
immediate flight is required, the aircraft is normally ready to take off in 
thirty minutes by day and within one hour at night. During this time the 
crew has to be called, a nurse with her bag of drugs, dressings and instru- 
ments brought from the Southern General Hospital in Glasgow (ten to 
fifteen minutes distant), and any general or special briefing about the case 
given by B.E.A.’s Regional Medical Officer to the crew. ‘The nurse ts one of 
a number at the Southern General Hospital who have volunteered to hold 
themselves in readiness for these flights during their off-duty time. ‘They 
receive a small honorarium for each flight they do. A small bag with the 


necessary drugs, dressings, syringes, and the like, is kept in readiness, and 





Fic. 2.—British European Airways’ Air Ambulance Service, Scotland: Photographed on the Island 
of Barra in the Western Isles of Scotland 

1) A little girl who has been climbing over rocks with a friend falls and breaks a leg A local doctor 
is summoned and is here shown putting the leg in splints 

(2) The aircraft, after landing, taxis towards the lorry on which the patient has been transported to the 
beach 

(3) The patient being carried on to the aircraft before flying to Renfrew airport 

(4) The interior of the aircraft in flight, showing the patient, Nurse, Radio Officer and Captain 

(5) The aircraft takes off and the Islanders wave goodbye 

(6) A general view of the tarmac at Renfrew airport, showing the patient being carried from the aircraft 
and transferred to an ambulance. On the left another crew are on their way to another urgent 
ambulance call. 

(72) 
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any special need can be added. The Southern General Hospital has both 
maternity and mental wings as well as its general wards, so that a nurse with 
training appropriate to the patient’s condition can be sent. The aircraft is 
fitted by B.E.A. with oxygen equipment, bedpan and urinal. An ‘oxycot’ 
is held at the airport by B.E.A. to be sent for infant patients. In Aberdeen, 
the nurses come from either the Royal Infirmary or the City Hospital. 

The crew who fly ambulance aircraft are not only briefed for their special 
task but have generally had long experience of the work: Captain David 
Barclay, who is in charge of the Ambulance Flight, has long been a legendary 
figure throughout the west and north. The story of the actual flights is an 
epic in itself which cannot be told here. The pilots will fly in weather which 
has grounded all other aincraft. It does happen, but not often, that the 
weather becomes too bad even for these pilots, but if so they wait hourly 
for the first break which will give a chance to bring the patient in, and 
when the urgency is great it is exceptional for delays to be long. Accidents 
have been few and none really major. I am indebted to Dr. 5S. M. B. Hill, 
B.E.A.’s Regional Medical Officer at Renfrew, for the following rules which 
he has prepared for pilots of ambulance aircraft. These are adapted to the 
local conditions and so may differ from other published recommendations. 
The safety height for most of the routes covered is 5000 feet. 

RECOMMENDED LIMITATIONS FOR AIR AMBULANCE CASES 
Head: Injuries.—Smooth air and preferably below 5000 ft 
Infections.—-Lowest safe altitude—limit rate of ascent and descent 
Chest: All cases.—Below 5000 ft. Carry lying on affected side 


Heart: All cases Below 5000 ft and in smoothest air 
In chest and heart cases ask nurse to notify cyanosis (blueness) and if this shows 
reduce altitude, including if necessary diversion to low altitude routes 


Abdomens.—F ly in smooth air. Limit rate of ascent 
Vaternity cases.— Before birth fly in smooth air, after birth limit altitude 
Fractures.—Fly in smooth air with quick take off from rough strips 
1/1 cases.—In all cases reduce risk of shock by 
(1) following limitations laid down above 
(2) see patient is kept warm, 
(3) reassure and encourage patient 
Patients generally appear to be little disturbed by the flight. Shocked 
cases often improve with the warmth and rest, especially if the earlier part of 
the journey to the airfield has been somewhat rough. Deterioration in the 
patients’ conditions is not often noted but, if so, it is almost always in 
keeping with the expected clinical course. Records show only one death in 
the air and that was of a patient aged seventy-seven who was practically 
moribund when embarked. One baby has been born in the air and created 


temporarily a problem of where to register the birth. There have been 
several others born soon after landing but before hospital was reached 
Mental patients, from whom violent behaviour is possible, are fairly heavily 
sedated and are carried on stretchers fitted with a gentle restraining gear. 
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The captain of the aircraft gives a final decision about whether he will or 


will not accept these patients. 
THE FINAL STAGE 

B.E.A. arrange for an ambulance to be waiting for the aircraft on its return. 
If the dispatching doctor or the nurse on board is doubtful about the 
patient’s condition they can ask by radio for a doctor to be waiting also. At 
Renfrew, he will be either B.E.A.’s Regional Medical Officer or one from 
the Southern General Hospital. The final stage of the journey is usually 
uneventful. A nurse accompanies the patient to the hospital arranged by 
the dispatching doctor. Exceptionally, if a patient’s condition is causing 
anxiety and admission to hospital at the earliest possible time is imperative, 
the doctor at the airport may divert the patient to the nearest hospital (at 
Renfrew, it is the Southern General Hospital in Glasgow). 


OTHER SERVICES 

This very valuable service is not entirely one-way. Convalescent or chronic- 
ally ill patients who are not sufficiently well to stand a long homeward 
journey by rail and sea are carried on outward ambulance flights when the 
timings are convenient, and increasing use is being made of this facility. 
Lastly, it provides a means, still only sparingly used, of taking a specialist 
to see a patient at home or in a local hospital before the journey is finally 
decided upon. 

In this short and compressed account of Scotland's air ambulance service 
it has not been possible to deal with the populations of the different places 
served and the number of cases that come from them. There are still 
islands and isolated communities on the mainland which cannot at present 
be reached by the fixed wing aircraft in use. It may be that before very long 
other forms of air transport will bring some of these within the scope of an 
ambulance service which has already reached far, and seeks to reach farther. 





‘THE FRIENDS OF KELLING’ 


By G. I. DAVIES, M.D., D.P.H. 
Physician Superintendent, Kelling Sanatorium, Holt, Norfolk. 


One of the paradoxes of the National Health Service in Great Britain is the 
fillip which it has given to voluntary service, and this article is a brief 
account, written at the Editors’ request, of an experiment in voluntary ser- 
vice which has exceeded all the expectations of its founders. 


HISTORY 
Kelling Sanatorium is one of a group of four sanatoria beautifully but re- 
motely situated between Holt and Sheringham, in Norfolk, which provide 
accommodation for 250 adults and 50 children. In 1947, three patients at 
the time of their discharge from Kelling sanatorium approached the medical 
staff and offered to help by arranging for concert parties and amateur 
dramatic societies to visit the sanatorium and give entertainments. This offer 
was gratefully accepted. So great was the response by the various artistes in 
the county that it secon became apparent that the work was too much for 
three individuals to manage. They therefore approached the medical staff 
again with the suggestion that a voluntary organization should be formed to 
work in cooperation with the sanatorium authorities in all matters dealing 
with social amenities and entertainments for the patients in the sanatorium. 

In August 1948, a public meeting was called in Norwich, at which it was 
unanimously decided to form a voluntary organization to be known as “The 
Friends of Kelling’. The objects of the society were defined as follows: 

(1) ‘To mobilize, encourage, foster and maintain the interest of the public 
in the patients of Kelling Sanatoria and the support of the work of the 
sanatoria by voluntary service. 

(2) ‘To provide a link between the Kelling Sanatoria and the community 
they serve. 

(3) To do all such other things as are incidental or conducive to the 
attainment of the above objects or any of them. 


Membership of the society is open to ‘all persons interested in this work’. 
In December 1948, the Lord Bishop of Norwich accepted the Presidency 


of the society. 

ACTIVITIES 
Some idea of the scope of the activities of “The Friends of Kelling’ can be 
obtained from the following unadorned list of the amenities which have been 
provided since the organization was founded. 


(1) 78 film shows, at which 218 films have been shown 

(2) 31 live shows 

(3) Open-air Service by the Chaplain and choir during the summer, and carols 
at Christmas 

(4) Birthday gifts to each child 
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(5) Christmas presents to every patient 
(6) Rehabilitation and after-care activities 
(7) Indoor and outdoor games and equipment 
(8) Summer outing for the children to Sandringham 
(9) Gifts, including radiograms, full-size billiards tables, and a church organ 
(10) Prizes for patients’ whist drives 
(11) Competitions for bed patients 
(12) Wireless sets, head-phones, and re-wiring 
(13) Floor coverings for the patients’ recreation hut and concert hall, at a cost of 


£260 
(14) Permanent large toys for the children 
(15) Transport by buses for visiting relatives 


FUNCTIONS AND VALUE 

Realizing the great value of the work performed by “The Friends of Kelling’, 
the Sanatorium House Committee and the Area Management Committee 
have given every possible support and assistance to the work of the society. 
The officers of the society work in close cooperation with the heads of de- 
partments in the sanatorium, and so well is the organization conducted and 
so successful have been its efforts, that “The Friends of Kelling’ have been 
given full and free scope in the matter of amenities and entertainments in 
the sanatorium. As everyone who has had experience of such a sanatorium 
will realize, this has been of tremendous help to the medical and administra- 
tive staff in relieving them of responsibility for such matters. The out- 
standing contribution of “The Friends of Kelling’, however, is in the 
provision of that essential link between the sanatorium patients and the 
outside world. With the best will in the world, it is difficult for the staff of a 
sanatorium to maintain the morale of long-stay patients, to prevent that 
sense of isolation that sooner or later tends to overwhelm the patient cut off 
from the outside world for months on end, and to ensure that when the 
patient does finally return to his home and work he will look back upon his 
stay in the sanatorium, not as a period of his life which has been wasted and 
is to be forgotten as soon as possible, but as a period of happy memories 
when he had the privilege of learning at first hand the depths of kindness and 
neighbourliness which are to be found in human nature. 

“The Friends of Kelling’ have proved that voluntary service for hospitals, 
far from being discouraged by the introduction of the National Health 
Service, has, on the contrary, been stimulated to greater efforts by virtue 
of a great national need at a time when it is difficult to meet the need. 
Whatever may be granted by Regulations or Act of Parliament can never 
be received with the same degree of appreciation by the patient as a gift by 
voluntary effort, which means the goodwill and the interest of friends, 
coupled with the realization that henceforth in his isolation in a sanatorium 
his normal entertainments and social amenities are more than adequately 
catered for. From the therapeutic aspect the work of “The Friends of 
Kelling’ is equally valuable, for contentment of mind means a cooperative 
patient during the long course of treatment and provides the ideal environ- 
ment for the best possible result. 
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LXI.—HEPARIN AND THROMBOSIS 


By J. ERIK JORPES, M.D. 
Professor of Biochemistry, Karolinska Institutet, Stockholm. 


THE introduction of heparin some fifteen years ago brought about many 
changes in physiology and in other branches of medicine: for example, blood 
pressure measurements and perfusion experiments in animals became 
facilitated, and artificial kidneys for use in man could be constructed and 
run with heparinized blood. Vascular surgery received a new impetus. 
Moreover, heparin proved to be an effective antithrombotic. 

With regard to the chemistry and physiology of heparin, a few new facts 
have recently been added to previous knowledge. It has been discovered, 
for instance, that the amino group in the glucosamine moiety is not acety- 
lated as it is in other mucopolysaccharides. A sulphate group is linked to 
it and gives rise to an amidosulphuric acid; an unusual linkage in nature. 
Heparin has also been observed to exert some influence upon the physico- 
chemical state of the blood lipids in normal and atherosclerotic conditions 
(Block et al., 1951; Gofman et al., 1952). A new view on the function of the 
heparin-producing mast cells has been advanced (Morrione, 1952). Heparin 
added to soluble collagen in a dilution of 1:80,000, causes an immediate 
formation of typical double-refractive collagen fibres. ‘The constant presence 
of mast cells in the connective tissue and in areas of fibrosis suggests that 
they play a part in the formation of collagen. As is well known, there is little 
evidence in support of the assumption that heparin is a prerequisite for the 
maintenance of the fluid state of the blood. 

By now, the value of the anticoagulants in the treatment of thrombosis 
and pulmonary embolism should no longer be questioned. ‘This is not, how- 
ever, the case. In a recent Editorial on pulmonary embolism in the British 
Medical Fournal (1952), it was stated without further comment that: 
‘Murray [Gordon Murray of the ‘Toronto General Hospital] suggested that 
immediate treatment with heparin would save the majority of patients, but 
this has not been confirmed by others’. Whereas Murray, and many with 
him, believe that every patient who does not immediately succumb to a 


pulmonary embolism can be saved with adequate heparinization, others 
appear to doubt the therapeutic possibilities. In my opinion, this discrepancy 
in views may easily be explained by Paracelsus’ statement: ‘Die Dosis macht 
ob ein Ding kein Gift ist’. From his own experience he found that a sub- 


stance could be a poison, a remedy or an inert matter, depending upon the 
dose prescribed. ‘This statement is particularly apposite to present-day 


anticoagulant therapy. 


THE MODE OF ADMINISTRATION OF HEPARIN 
The therapeutic effect of heparin is dependent not only upon the dosage but 
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also upon its mode of administration. Heparin must be given intravenously. 
It is incorrect in principle to inject heparin subcutaneously or intra- 
muscularly, as in the case of an anawsthetic or a steroid hormone. Heparin is 
mainly neutralized by the thromboplastic substances of the tissues and only 
a small amount of it will reach the blood. When given by the subcutaneous 
or intramuscular route, its effect on the coagulation time is only one-third or 
less of that obtained with an intravenous injection. Whenever a calculable 
therapeutic effect is necessary, heparin must be given intravenously. ‘This is 
the first principle to be borne in mind, particularly in the case of an acute 
thrombophlebitis or a pulmonary embolism. 

‘The subcutaneous use of heparin in retarding media is merely a tribute to 
the principle of ut aliquid fiat. Obviously, the pressure on the hospital staff 
is lessened when repeated intravenous injections are no longer necessary, but 
the results are poor. In practically all the published series in which these 
principles have been applied, there has been a number of deaths on the 
grounds of insufficient heparinization. Intramuscular injections are also less 
‘effective; in addition, they are apt to give rise to large hamatomas. ‘The oral 
intake of heparin as sublingual tablets is completely valueless. 

The dose of heparin should be varied according to the circumstances. ‘The 
prophylactic dose is much smaller than that required when an acute throm- 
botic process has to be checked. The dose of 50 mg. (5000 units) intra- 
venously, four to six times a day, advocated by some authors may be 
sufficient for prophylactic purposes; it is practically useless, however, in 
acute thrombophlebitic processes with their excess production of heparin- 
neutralizing substances, as demonstrated by the heparin-tolerance test of 
de ‘Takats (Soulier, 1951; Sigg, 1952; Bally et al., 1951). 

On sound premises Merz et al. (1952) of Basle prescribed a dose that 
might be considered as excessive by other authors, 7.e., up to 800 mg. or 
more during the first twenty-four hours. After all, the aim is to check an 
acute process immediately, and this cannot be achieved without adequate 
doses of anticoagulants. According to Merz, a dose is sufficient only when 
it brings about an immediate alleviation of the local symptoms, the swelling 


and tenderness, and a fall in temperature. Its size cannot be predicted and 
can scarcely be calculated from the findings in the heparin-tolerance tests; 
it must be adjusted according to the individual reaction of the patient. It is 


always safe to start with a large dose, e.g. 150 mg., three to four times a day, 
intravenously—or its equivalent, 125 mg., four to five times a day—in an 
adult of normal body weight. In severe cases, a still larger dose, as recom- 
mended by Merz, may be necessary during the first twenty-four hours. ‘The 
injections are given at 8 a.m., at noon, at 4 p.m. and at 8 or 10 p.m. (All the 
commercial brands of heparin now available contain 100 units per milli- 
gramme.) On the third or fourth day, it may be possible to reduce the daily 
dose by 20 per cent., due attention being paid to the course of the disease. 

Because dicoumarol is usually given simultaneously with heparin, it 
must be borne in mind that resistance to the ordinary doses of dicoumarol 
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is common, in which case dicoumarol does not enhance the therapeutic 
etfect. Moreover, some patients are entirely resistant to dicoumarol. There- 
fore, heparin cannot be discontinued routinely after two or three days. ‘Vhe pro- 
thrombin content must first be stabilized on a low level. Furthermore, the 
thrombotic symptoms may become aggravated despite dicoumarol medica- 
cation. ‘This makes renewed heparinization necessary, possibly concurrently 
with dicoumarol medication. The two drugs have a different point of attack 
on the coagulation system and have no mutual antagonistic effect, but 
heparin has a considerably wider range of action. 

Because of its full effect in almost every instance, heparin—if given 
intravenously—is by far the more reliable of the two anticoagulants. ‘The 
limitations in its use were largely eliminated through the introduction of 
dicoumarol. When heparin was the only available anticoagulant, serious 
difficulties arose when treatment was discontinued. ‘The sudden cessation of 
heparin medication was often followed by a recurrence, particularly if the 
patient was still confined to bed. Cadenhead (1951) recently came to the 
conclusion that this was because heparin appears to upset the physiological 
control of the clotting mechanism, with a backward swing towards excessive 
clotting after its discontinuation. Consequently, irrespective of whether 
heparin or dicoumarol is given, the reduction in the doses must be made 
slowly, parallel with an increase in the time during which the patient is out 
of bed. After he has left hospital, a prolonged course of dicoumarol and close 
observation are recommended. 

The drawbacks of inadequate administration or of the use of too small 


doses of heparin are often serious. The acute thrombotic process does not 
clear up but persists in a subacute state for weeks, thus impairing the 
patient’s free mobility which is his best protection against thrombo-embolic 


recurrences. Spread to fresh areas may have a deleterious effect on the 
blood circulation in the legs. Whereas a thrombosis in the calf may last for 
only a short period, involvement of the deep femoral vein is a serious matter 
and one that may cause permanent trouble. 


rHE DETERMINATION OF THE COAGULATION TIMI 
The routine technique of giving fairly large doses of heparin in intermittent 
injections, as used in Sweden, does not require determinations of the 
coagulation time. ‘The administration of heparin in small hospitals or in the 
home is thereby greatly facilitated. It seems desirable to check the patient's 
ability to excrete heparin by determining the coagulation time before a 
renewed injection, a principle which Merz (1952) recommends should be 
applied at least after several days’ treatment. As a rule, even this measure is 
not taken. So long as the capillary system is intact, as is the case in a spon- 
taneous peripheral venous thrombosis, the risk of bleeding is minimal. ‘This 
does not apply shortly after operations or childbirth, after severe injuries, 
and in late pregnancy. In such cases it is necessary to proceed cautiously 
and to envisage the risks either of a hemorrhage or of a severe embolism. 
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Thus, Da Cunha (1952) reported a massive hemorrhage in the sheath of the 
rectus muscle after the use of heparin for a severe thrombo-embolism late in 
pregnancy. Situations arise which require a decision in casu. Generally, 
heparin—-but not dicoumarol—is recommended even during pregnancy, 
because of the seriousness of the thrombo-embolic complications. A hamor- 
rhage is usually easier to overcome than an embolism, which may prove 
fatal. A blood transfusion may suffice. Protamine sulphate which, if in- 
jected intravenously, neutralizes 1.5 times its weight of heparin, is rarely 
needed. 

Many years’ experience has shown that blood analyses are no prerequisite 
for anticoagulant therapy when heparin is given in intermittent injections. 
When it is administered as a continuous intravenous infusion or is deposited 
subcutaneously in retarding media, the coagulation time must, on the 
contrary, be followed constantly. 

The unpredictable variability in the degree and duration of the effect of 
heparin administered subcutaneously in a slowly absorbed medium in- 
dicates, according to Hauch and Barker (1951), that an adequate effect can 
be achieved only by individualization of the dosage, on the basis of frequent 
coagulation tests during the process of heparinization. 


CONTRAINDICATIONS 
In many situations it is extremely difficult to evaluate the pros and cons of 
anticoagulant therapy. ‘The dangers implied by an acute thrombo-embolic 
process must be weighed against the risks of bleeding. In general, heparin 


is considered to be contraindicated in cases of threatened abortion, hamor- 
rhagic diathesis, subacute bacterial endocarditis, and inaccessible ulcera- 
tions. Other contraindications listed are: operations on the central nervous 
system, thrombophlebitis occurring preoperatively or antepartum, opera- 
tions on the biliary tract, and operations which leave large denuded surfaces. 
Anlyan et al. (1952) stated that the risks of hamorrhages in such cases should 
not be exaggerated. ‘They had observed no complications from anticoagulant 
therapy after operations on the brain and the spinal cord, or in patients in 
whom thrombophlebitis developed after abdomino-perineal resections. ‘They 
were not reluctant to use small doses of heparin in thrombotic patients with 
hepatic or renal insufficiency. In their experience, the only contraindication 
to anticoagulant therapy was in patients undergoing postoperative trans- 
urethral prostatic resections, since they are known not to tolerate any 
anticoagulants. Operations on the biliary tract are also apt to cause intra- 
peritoneal bleeding. 

The risks involved in anticoagulant therapy have been thoroughly dis- 
cussed in connexion with the treatment of coronary thrombosis (Russek et 
al., 1952). The majority of authors advise the administration of anti- 
coagulants, since this has been found to reduce both the primary mortality 
and the number of thrombo-embolic complications (Feldman et al., 1952; 


Gilchrist, 1952). 
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ANTICOAGULANT THERAPY VERS US VENOUS LIGATION 
The importance of applying anticoagulant therapy instead of performing 
venous ligation has recently been emphasized by a group of surgeons at 
Duke University (Anlyan ef al., 1952). Referring to the literature and to 
their own experience, they stated that ligation of the superficial femoral 
vein affords no protection against new embolic attacks. Five out of their 
seven patients undergoing venous ligation for thrombo-embolic disease 
during the past year had pulmonary emboli between two to fifteen days 
after ligation; there was one death. During the same year, 43 other patients 
with thrombo-embolic disease who were treated with anticoagulants had no 
pulmonary emboli during active therapy or after discontinuation of anti- 
coagulants. A similar view has been expressed by Erb and Schumann (1951). 
Fifty elderly patients with a fracture of the neck of the femur underwent 
venous ligation and a similar number did not. Ligation did not lower the 


mortality due to pulmonary embolism, nor the incidence of non-fatal pul- 
monary episodes. Ligation was often followed by thrombosis arising in the 


proximal femoral vein. 

Any further discussion of surgical intervention on the superficial femoral 
vein in cases of thrombosis therefore appears to be superfluous. In the 
presence of suppurative pelvic thrombophlebitis in women, ligation of the 
inferior vena cava may, however, prove compulsory (Collins ef a/., 1951). 
Surgical intervention consisting of complete removal of the thrombosed 
vessels is also recommended in acute thrombosis of saphenous varices or 


veins (Herrmann, 1952). 


REGIONAL HEPARINIZATION 


The usefulness of heparin in vascular surgery is obvious. ‘There are no 
general rules for its application, nor any fixed scheme of dosage. There is 
a tendency to confine the treatment to local application or to regional 
heparinization through injections into the arteries. General heparinization, 
as well as prolonged dicoumarol treatment, may prove necessary. Astonish- 
ing results after thrombo-endarterectomy— removal of the thrombus as well 
as of the intima and of part of the media—were reported by dos Santos 
(1949). The technique has been further improved by Freeman et al. (1952) 
They used intra-arteria' polyethylene tubing and a pressure injection ap- 
paratus for the continuous infusion of a dilute heparin solution during the 
course of one to eight days, after which time dicoumarol was administered. 

Topical administration of heparin in ophthalmology has recently been sug- 
gested by Vannas (1952), who found that a concentrated 30 per cent. 
heparin ointment applied to the eye promoted recovery from iritis induced 
by bacteria, killed bacteria or serum sensitization in rabbits. It relieved the 
severe acute symptoms and also shortened the duration of the disease. In 
cases of acute clinical iritis, local heparin treatment seemed to have a 
beneficial effect on the acute symptoms. The patient's subjective pain sub- 
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sided rapidly. The large exudative coagula were resorbed from the anterior 


chamber in one to four days. 


EARLY DIAGNOSIS 
The prerequisites for successful anticoagulant therapy are not only a correct 
mode of administration and adequate dosage, but also early diagnosis. ‘his 
fact cannot be too often emphasized (Duff et al., 1951; Gordon et al., 1952). 
I have found, in recent Scandinavian and American publications, 12 per 
cent. of fatal pulmonary embolisms among 3,455 cases of thrombosis, 
mainly in surgical patients (Jorpes, 1952). Post-mortem examinations of 
patients dying from sudden emboli usually disclosed extensive thrombi in 
the legs which had escaped the attention of the clinicians. ‘his observation 
demonstrates that a great deal can be gained by making doctors and nurses 
‘thrombosis-minded’, by familiarizing them with the detection of the first 
signs and symptoms of thrombosis in their patients. 

During recent years, considerable progress has been made in this direction 
through medical periodicals as well as through teaching in the medical 
schools. In actual fact, the severity of thrombo-embolic complications has 
been decreased in many instances. ‘They have been reduced in number by 
means of early postoperative ambulation, and the cooperative efforts of 
doctors and nurses have led to their earlier detection. If not immediately 
fatal, thrombo-embolic complications may be combated successfully with 


anticoagulants. 
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REVISION CORNER 
THE CLINICAL USE OF PROGESTERONE 


PROGESTERONE, the hormone of the corpus luteum, can be prepared in pure 
crystalline form, and is therefore standardized according to weight, rather than 
international units. It is almost inactive when given by mouth and is therefore 
usually administered by intramuscular injection of an oily solution—being a 
steroid, it is not easily soluble in water. It may also be implanted in the form of 
pellets subcutaneously. A closely related chemical compound, ethisterone, is active 
orally, although it is probably about ten times less potent than intramuscular 
progesterone. Dosage, though arbitrary, is inclined to be higher than was the 
custom before the war, when the compound was scarce and expensive. It is usual, 
for instance, at the present time to give injections of 25 mg. Although it is customary 
to use ethisterone in daily doses of 25 or 30 mg., dosage probably should be higher 
in the region of 50, 75 or even 100 mg. daily. 

The effect of an injection of progesterone is transient, and probably lasts no 
longer than forty-eight hours. Unfortunately, on account of its chemical con- 
stitution it cannot be esterified, as in the case of cestradiol, testosterone and de- 
oxycortone, in order to prolong its efficacy. If constant and prolonged effects are 
required, pellet implantation is preferable to intramuscular injection. Pellets are 
made in different sizes from 25 to 100 mg. and remain effective for some weeks. 
If placed superficially under the skin they tend to extrude and therefore must be 
implanted deeply, preferably beneath the deep fascia in the region of the hip. 
The pellets may be introduced with a trocar and a cannula into which they 
specially fit. 


MENORRHAGIA AND METROPATHIA H/EMORRHAGICA 

Progesterone converts a proliferative into a secretory type of endometrium, main- 
tains the decidual structure of the trophoblast of early pregnancy, and induces 
relatively infrequent though powerful contractions of the non-pregnant uterine 
muscle. ‘True menstrual bleeding results when the estrogen and progesterone pro- 
duced by the corpus luteum are withdrawn on degeneration of this structure. 
When adequate quantities of progesterone have been produced the withdrawal 
gives rise to clean shedding of the superficial layers of the endometrium, so that 
menstrual bleeding is neither prolonged nor excessive. Such prolonged and ex- 
cessive bleeding may in fact occur in functional menorrhagia owing to failure of 
full maturation of the corpus luteum, and it would seem logical therefore to 
administer progesterone premenstrually in this condition. In practice, however, it 
is seldom found to be effective and small doses of androgen are more likely to be 
beneficial. Progesterone administered during a bout of bleeding rarely controls it 
and often makes it more profuse. 

In metropathia hemorrhagica, hemostasis is procured during a prolonged bleed- 
ing episode by giving large doses of estrogen. Owing to the failure to ovulate 
which characterizes this condition these prolonged bouts of hamorrhage recur 
inevitably, after phases of amenorrheea of varying duration. By giving a course of 
progesterone, 25 mg. on alternate days, for four injections, or ethisterone, 50 or 75 
mg. daily, for ten days, during a phase of non-bleeding, the impending bout of 
hamorrhage may be forestalled because a progesterone withdrawal bleeding will 





84 THE PRACTITIONER 


follaw administration of the progesterone. In the course of this bleeding the 
endometrium will be cleanly shed (a ‘medical curettage’), and regeneration and 
proliferation will then restart under the continuous influence of the endogenous 
cestrogen, and, if undisturbed, proliferation will become so exaggerated that the 
endometrium will break down and another metropathic episode will occur. A 
second course of progesterone, however, given before this exaggerated prolifera- 
tion has been allowed to develop, say, 28 days after the start of the previous course, 
will lead once again to a progesterone-withdrawal bleeding. Thus by performing a 
medical curettage once a month the otherwise inevitable bout of metropathic 


bleeding can be postponed indefinitely. 


AMENORRH(CEA 
The endocrine treatment of amenorrheea ts disappointing, but in about 25 per cent. 
of cases not only can withdrawal bleedings be induced with moderate doses of 
«estrogen, but there is a return to normal menstrual rhythm. It is possible that 
in some of these cases remissions are spontaneous or psychotherapeutically in- 
duced, although some are undoubtedly due to the action of the aestrogen, probably 
on certain elements of the gonadotrophic complex, such as production of luteiniz- 
ing hormone, It is not unreasonable to try to imitate the secretory activity of the 
ovary even more faithfully, and to add progesterone to the therapeutic regime. In 
such circumstances only very small doses are required, and stilbeestrol, 0.5 mg 
daily for two weeks, followed by a combination of stilbastrol, 0.5 mg., and 
ethisterone, 25 mg., for the next week, usually results in a withdrawal bleeding. 
If three courses are given, with an interval of a week between successive courses, 
one, two, or occasionally more, natural ovulatory cycles may follow, during which 
conception might theoretically be achieved. It is doubtful, however, whether the 


combination of a@strogen and progesterone is more efficacious than oestrogen alone. 


DYSMENORRH(CEA 
Progesterone is sometimes advocated for the relief of dysmenorrhera. The rationale 
for this is based on the mistaken belief that progesterone leads to quiescence of 
the uterine muscle. This belief resulted from observations on uterine contraction 
conducted under unphysiological conditions. It has already been stated that pro- 
gesterone increases the ‘force of uterine contractions. Indeed, it may actually 


induce spasmodic dysmenorrheea. 


HABITUAL AND THREATENED ABORTION 
There is considerable confusion with regard to the therapeutic role of progesterone 
in pregnancy. It would seem reasonable to assume from what is known of the 
endocrinology of pregnancy that progesterone is the most important hormone for 
the preparation of nidation of the fertilized ovum (the ‘pro-gestational’ hormone) 
and for its maintenance and development throughout pregnancy. ‘Thus, in cases 
with a history of repeated early miscarriages at the phase of pregnancy when the 
placenta takes ovef the functions of the corpus luteum, it might be supposed that 


there is a temporary deficiency of progesterone. It is on these considerations that 
the prophylactic treatment of habitual abortion is based. Good results have been 
obtained in such cases by implanting six 25-mg. pellets of progesterone early in 
pregnancy. Equally good results, however, have been obtained by other methods 
of prophylaxis, such as administration of large doses of stilbeestrol throughout 
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pregnancy, and even from elaborated investigation without any endocrine therapy 
which could be expected to be effective. This introduces the possibility that 


psychotherapy may play a large part in ensuring a successful outcome, and the 


role of progesterone treatment must therefore be considered sub judice for the 
time being. 

Administration of progesterone in cases of threatened abortion may be harmtul, 
tor once the uterine muscle has become irritable, as it does when an abortion has 
been threatened, progesterone may induce forceful contractions which may render 


the abortion inevitable 


CONCLUSION 

Ihe indications for the therapeutic use of progesterone are few, and it ts often 
not easy to obtain objective evidence of its efficacy. It is prudent therefore to con 
fine its use to those actions which can be objectively shown to produce results, 
such as for instance the induction of withdrawal bleeding in the amenorrhak 
phases of metropathia hamorrhagica 

P. M. F. Bishop, D.M., M.R.C.P 
Endocrinologist, Guy's Hospital, and Chelsea Hospital for Women; Senior Lecturer 
in Endocrinology, Department of Obstetrics and Gynaecology, Postgraduate Medical 
School, London ; Senior Lecturer in Applied Phystology,Guy's Hospital Medical School 


DEODORANT DRESSINGS 


IT is necessary to give more attention to the abolition of the various odours that 
still permeate some of our hospitals in spite of improvements which have been 
made in their ventilation svstems. ‘These odours must have a deleterious effect 
upon the staff and patients despite the fact that the olfactory nerve-endings ar 
easily fatigued. Some hospital departments have their own peculiar odours, and 
they would enable a blindfolded man to detect his whereabouts in a tour of the 
buildings. In the wards, a number of conditions contribute to the various odours 
which are experienced there. Among them are disinfectants, odoriferous oint 
ments, and medicines. ‘The washing out of colostomies, and the presence of supra 
pubic cystostomics, make their own contributions. Large numbers of infected and 
suppurating wounds and infected neoplasms also make the atmosphere mal- 
odorous. I vividly recall an experience of this nature in a large ward full of patients 
with severe burns in a military hospital in North Africa 

At the present time a number of methods are available to overcome these bad 
odours in our wards, and in this artic the problem is considered from several 
aspects. 

THE ACTION OF CHLOROPHYLI 

For centuries the green leaves of plants were used as dressings for wounds on 
account of their healing properties, and it was later found that their chlorophyll 
content has a chemical structure similar to that of hamoglobin. There are many 
papers in the literature which attest its value as a strong cellular stimulant, and 
also as a bactericidal agent im vitro in strong concentration. In particular it is highly 
effective in anaerobic infections of chronic granulomas. Another important dis 
covery was its marked deodorant effects when used as a dressing for foul septic 
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wounds, As a result, the discharge of pus soon ceases, the wound develops a 
healthy appearance, and the odour disappears. At the present time this substance 
is the basis of most deodorant techniques. 

The chlorophyll air-freshener : * Air-Wick’.—This liquid, which contains chloro- 
phyll among other substances from green plants, will counteract the unpleasant 
odours of sick rooms and hospital wards. ‘The air becomes fresher, pleasanter, and 
therefore enables the work to be done more efficiently. Another important ad- 
vantage is that the appetites of patients will often improve owing to the better 
atmosphere. In the small sickroom an ‘air-wick’ bottle can be used with excellent 
results; it is economical, non-toxic and non-inflammable. A larger apparatus is 
necessary in the ward. ‘This ts available as a cabinet made of light metal containing 
a fan in the central compartment which draws the air through it. In the two outer 
compartments are bottles of ‘air-wick’, and this vaporized substance is introduced 
into the air-stream, the rate being controlled by a lever. 

Air-Wick mist.—A recent development is the introduction of ‘air-wick’ mist 
When a foul, discharging wound is being dressed this mist is sprayed into the 
air around it, and the odour is prevented from being disseminated throughout the 
ward. 

Chlorophyll dressings.—Vhe deodorizing property of chlorophyll is utilized when 
it is directly applied to the Wound, and for many years water-soluble preparations 
have been used in dressing suppurating wounds, chronic ulcers and purulent in 
fections of the nose and ear. In addition to the excellent deodorizing etfects 
achieved, the repair of wounds is also facilitated. ‘The chlorophyll can be applied 
as a cream or solution, and the following preparations are available: a cream con- 
taining 1 per cent. water-soluble chlorophyll; a solution containing 0.2 per cent 
water-soluble chlorophyll in normal saline; and a solution containing 1 per cent 
water-soluble chlorophyll in normal saline. ‘The solutions are supplied sterile to 
enable them to be applied directly to wounds. In certain wounds, such as burns, 
it may lead to over-production of granulation tissue, which is a disadvantage ; it ts 
advisable to stop using the chlorophyll preparation as soon as the wound ts 
odourless and dry. 

In patients with large, infected malignant tumours in various parts of the body, 
it is reported that chlorophyll dressings have a beneficial effect in rendering them 
clean and odourless. When the infection has been controlled it may be possible to 
treat them with irradiation or other means. Chlorophyll does not affect the 
tumour itself, but when the infection is combated and wound healing ts 
stimulated, beneficial effects are achieved and other treatment can be given. 

There are many wounds in which chlorophyll preparations can be used with 
advantage, including those following various ano-recta! operations, such as for 
ano-rectal fistula, hamorrhoidectomy, anal fissure, and abdomino-perineal ex- 
cision of the rectum; empyema thoracis; and gunshot wounds. Mention has 
already been made of the value of chlorophyll preparations in suppurating wounds 
and chronic ulcers. 

Internal use of chlorophyll.—For patients with malodorous discharges from 
wounds, a tablet composed of a chlorophyll base (‘amplex’) is useful. ‘The daily 
dose is one tablet. 

OTHER DEODORANT SUBSTANCES 
Urea has been used as a dressing for necrotic wounds and ulcers, and this also 


possesses deodorizing properties. A severe drawback is the pain which it causes 
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when applied to an open wound. It was suggested that this might be overcome by 
using a solution of equal parts of urea and prepared starch powder. ‘This mixture 
is absorbable, non-irritating to the tissues, and does not ferment 

Ictivated carbon has marked absorbent properties for gases, especially those of 
the higher molecular weights. ‘This substance is also used as a purifying agent in 
liquids. It appears that further work might be profitable to evaluate its effects as 


a wound deodorant, and it may be valuable around a colostomy 


SUMMARY 

\n account is given of the present methods used in deodorizing the atmosphere 
of hospital wards and sickrooms. The chief substance employed ts chlorophyll, 
and it can be used as an air-freshener, as mist around a patient, as a wound 
dressing, and internally. Attention is also called to the use of urea, urea and 


starch powder, and activated carbon 
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NOTES AND QUERIES 


Chloramphenicol and Risk of more likely to occur when the administration of 
7 = chloramphenicol ts prolonged or imtermittent, 
Toxicity 


(QUERY Considern gw the recent! discovered 


and such methods of administration should be 


oided. There is no evidence that blood studie 


tox! effects ot chloramph wol 4 t r ar . . 
: fle — here . during tre course ot administration will 


bsolute mdication tor the f th tibiot ' 
— areata _ SNTHOTE diminish the risk of aplastic anaemia 


other than in the treatment of typhoid and para Proressor | |. Wrrrs, D.M., F.R.C.P 
typhoid 


Repry Ihe risk of ap! anwmia following Corne al Grafting 


chloramphenicol 1 »bably not less than 1 in 
Jurery (from Lancashire On two occasions 


100,000 and not mo 10,000 course 


, tl | on Itex VY pat its whe 
of treatment. It is strictly comparable with the eae I have been consulted by patier _— 


. vio ) ding t \ 
risk of death following a minor operation under usly been reading the lay pre ah 


ry corn rrait The anxious to | 
a general anawsthetic. It is therefore justifiable to corneal gra They are anxious to be 


use chloramphenicol im an case when the risk am ind have isked me tor de ul . , 


j 


, = ro o b ollowed houk 
of death or protracted disabilit without it will pr cedure t be foll ed I hould be 


' rratetul o ould gi n ! informatior 
be higher than 1 in 10,000, and in any individual gratetul i u could 7 ow a 


4 0 } omy\t 
instance the pro md cor must he we zhed nt pou 


accordingly. In addition to typhoid and para Reriy Ihe person whe has the custody ¢t 
typhoid fever, chloramphenicol is the best drug the body after death, that is to say a relative or 
for whooping-cough and it should therefore be uperintendent of a hospital (not an undertaker), 
used for cases of this disease in infancy, in which is authorized to give permission for the removal 
the mortality without specific treatment ts high of the eves or cornea for the purpose of corneal 
Chloramphenicol may also be used in cases of grafting. It however, important that the eye 

urinary infection, respiratory infection, of hould be obtained as soon as possible after the 
peritonitis, when sulphonamides and the other death of the patient because post-mortem 
antibiotics have failed and the organisms have change in very quickly. If the patient has 

' 


been shown to be sensitive to chloramphenicol expressed this wish to the relatives or doctor it 


There is a suggestion that aplastic an#mia ts would be the responsibility of the doctor as soon 
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as the patient dies to get in touch with the 


nearest hospital at which corneal grafting is 
being done 

We do a good many of these operations in 
Liverpool but it would be difficult to collect 
district We are trying, 
a corneal ‘bank’, and in- 


sent to all 


eves from outlying 


however, to arrange 


then be doctors 


tructions would 
giving them details as to how the eye 


could be sent to the appropriate centres 


sor cornex 
If the 
deceased are merely stated in the 
at too long an interval 
The 
Act authorizing the use of cornex from bodies, 
tated, came into 


wishes of the 
will, this is often read 
after death for the cornex to be of value 


unless a specific objection 1 
force a few months ago, and this, of course, has 
considerably eased the situation as regards the 
supply of donor material; but even now we have 


than can be easily 


more cases for 
provided for with donor material 


A. McKtr 


operation 


REID, M.C., T.D., F.RLC.S 


Pulmonary Stenosis 


A girl aged twenty-one 
She gets palpitations on 
Her legs are 
She 


(QUERY suffers from 


pulmonary stenosis 
walking upstairs 


blue but she has no cyanosis anywhere else 


and if she cycles 


is usually able to be up and about but at times 
gets attacks when she has to stay in bed with 
quick pulse and dizziness if she stands up. She 
is then intensely nervous and fears to go to sleep. 
She has been examined at hospital and is re- 
garded as a case of pulmonary stenosis with a 


did not have cardiac 


superadded neurosis. She 
catheterization. Her doctors at hospital seemed 
satisfied with x-ray and other examinations 
One of her doctors advises operation, the other 
seems hesitant. How much improvement might 


she expect from successful operation? 


REPLY 
he mild, moderate or severe 


Simple pulmonary valve stenosis may 
Mild cases have no 
symptoms, require no treatment and may lead a 
normal life, including any degree of physical 
activity. The right ventricular systolic pressure 
in such cases does not exceed 50 mm. of mer- 
cury at rest, 

In moderate stenosis, the right ventricular 
pressure ranges between 50 and 100 mm. mer- 
cury at rest. Here again there are no symptoms 
under normal conditions, but there might be 
slight limitation of strenuous exercise. Patients 
in this group should be watched because it is 
believed that the stenosis may tighten 

In the severe grade, symptoms must be ex- 
pected and include fatigue, angina pectoris and 
breathlessness on effort. 
tachycardia may be 


The prognosis is 


syncope, as well as 
Associated 


serious although it is rare 


paroxysmal 


PRACTITIONER 


poor, few patients in this grade surviving the 


age of thirty, and many failing to reach twenty 
if nothing is done. Pulmonary valvotomy is re- 


served for the severe group (resting right 


ventricular systoli above 100 mm 
Hy) 
diagnosis is established, and preferably before 
The 


cent., but the 


pressures 


and is best carried out as soon as the 


serious symptoms develop mortality rate 
is around 10 per results are 
otherwise good. 

In all 
essential and it ts 
advice of a cardiologist thoroughly experienced 
in this field, 
mistakes in diagnosis and prognosis are only too 


these cases the exact diagnosis 1s 


well worth while seeking the 


because in inexperienced hands 


answer specih« 


common. It is impossible to 
questions unless one knows the grade of stenos 
Paut Woop, 0.8.E., M.D., F.R.C.P 


Climate and Catarrhal Infections 


QUERY I have just been consulted by a 
worried father who lives in the South Midlands. 
He has a five becn 
told that the cardiac condition is not one which 


anxious to 


-vear old ‘blue baby’, and ha 
is amenable to surgery. He is now 
know whether there is any part of the 
which, from the climatic point of view, 
likely 


fections 


country 
would be 
incidence of catarrhal in 
child has winter. I 


grateful for any advice 


to reduce the 
which the every 


which you 


should be 
could give me. 


REPLY I have always been against parents 
moving about from place to place in the hopes of 
finding a healthy for a child. It 
seldom works, it often disrupts a career and it 
an invalid does not do very 


I also feel that with 


climate very 


the child is really 
much to help. In any case, 
children catarrhal 
likely to be 


than to have 


small infections are much 


more caught from other members 

of the family 

climatic conditions, in general terms 
Proressor ALAN MOoNcRIEFI 


M.D., F.R.C.1 


much to do with 


C.BLFE 


Psoriasis and Pregnancy 


who from time to 


Query.—I have a patient 
times nas had attacks ¢f psoriasis. Six 
ago in the sixth month of her first pregnancy she 


months 


developed generalized psoriasis which has not 
improved at all since her confinement, apart 
from slight following 
Guelpa treatment. In the circumstances it would 
appear that endocrine caus¢ 
Could you suggest any line of treatment? Is it 
likely to be effective? I have not as yet tried any 


some deturgesc ence 


there is some 


oral medication. 


Rep_y.—Psoriasis often clears up during preg- 
nancy to relapse shortly after confinement; the 
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reverse is also seen, as in the case described, but 


it is exceptional. The significance of the effect 


of pregnancy on the condition in either direction 
Since the 


is not known cause of psoriasis re- 


treated rationally 
Dithranol is the most effective local remedy and 
is best applied in the strength of 0.5 per cent 
Very 


disposed in large areas 1s 


mains obscure it cannot be 


supertic ial 
t treated by 


in Lassar’s psoriasis 


paste 
often be 
application of dilute ammoniated 
Arsenic by the 
been given up by dermatologists for many years 
effects. There 


and new remedies 


the nightly 
mercury omtment mouth has 
on account of its well-known late 
are dozens of other remedies, 
are continually being advocated. Their value so 
far appears to be in inverse proportion to their 
If dithranol in La used, 


it should be applied fairly thickly ; 


numbers ssar’s paste is 
it is essentially 
an in-patient treatment 


(; B 


DOWLING, M 


Halitosis 
QUERY I 
marked halitosi 


worse when she has 


from 


have a patient who suffers 


which distresses her. It is 
tomach. She ts 
ind her teeth 


and throat 


an empty 
twenty-two years of age, health 
seem mn good order; the ear, nose 
specialist reports all in order 
chlorophyll tablets and charcoal biscuit 


little effect. What further can 


Alkaline mixtures, 
have all 
been tried with 
be tried? 
REePLy 

waxed dental floss 


seem normal, 


If the debris 


teeth is malo 


Although the teeth 
should be used 
brought out from between the 
dorous, floss should be 


followed by brushing with a dentifrice. Unsus 


used regularly and 


pected bronchiectasis is an occasional cause of 
and should be considered in this cas« 
unlikely, but 
vhen the 


halitosis, 
‘Cesspool halitosis’ is since the 


symptom occurs mostly stomach is 
empty, it would be wise to have a barium meal 
carried out 

Careful trial of the effects of different foods 


should be made in case halitosis appears after 
some particular food, as it does in all of us 
after onions. Reduction of fat intake is 
effective 
scented sweets are often helpful 
for the use of chloro 


in large t dose 


somMme- 
boiled 
In spite « the 


times Chewing gum and 


doubtful scientific basis 
phyll, this could be tried 
Lastly, 


8.2... noticed by 


how much 1s the halitosis objective? 
ubrec 
In this 


only 


other and how much 


tive, 1.e., noticed by the patient alone 


case the symptom is distressing and if 


mitigation can be achieved a sensible attitude 


to it should be encouraged. Even severe halitosis 


does not distress every person who has it 


Cc. ALLAN BIRCH, M.D., F.R.C.P 


AND Ql 


ERIES SO 


~ 


The Rh-Negative Primigravida 

QueERY An Rh-negative primigravida has elec 
ted to have her baby at home. What precautions 
should be Should the baby be 


matically sent to hospital after it 1s born 


REPLY 


yravida ha 


taken auto 


Provided that an Rh-negative primi 
had no previous transfusions or in 
yections of blood she ts unlikely, even if carrying 
an Rh-positive fertus, to manufacture enough 
antibody in a single pregnancy to harm the child 
There would be no objection therefore to having 
this baby at home and no special precautions 
would be required 

If, on the other hand, there ts any suggestion 
ensitized following a 
of her blood should 
« juipped to 


If antibod 


that she may have become 
transfusion, a clotted samp! 
he ent to a 


search tor blood group antibodies 


laboratory which 1 


are discovered she would be well advised to 


have her baby in a hospital where exchange 


transfusion of the infant could be undertaken 
if necessary. A delay, even of a few 


child 


might 


hours, mm 


transporting the sick to ho pital atter 


delivery for treatment diminish con 


iderably the chances of recovery 


JEAN GRANT, M.B., CH.B., MRCP 


A Fungicidal Ointment 
Ady ance 


Diseases’ in the 
1952, Dr. J 


recommend (ip 


QuERY In their article on 
Treatment of Skin 
The Practitioner for October 
Wigley 


the following fungicidal omtment 


and his coll mucs 


informed b my pharmacist that 
calsolene oil HS. (1.C.1 
Not for 
used this is at the 
hould be 
Wigley 


for human use 

HS. (1.C.1.) has 
ill-effects, umn 
orm of the 
of the 


I am 
upplied im tin 
with a warning 


marked Human I ce’ 


that if user's risk. In these 
grateful if I could be 


that 


circumstances | 
reassured by Dr and his colleague 


their ointment ts safe 


Repiy.t 
uccesstully, and without am 


alsolene oil been 


used 
a number of cases of ringv calp 
At St. John’s Hospital for Disease 
we have used Crill No. 5 a 


not mentioned in the 


Skin 
a wetting agent, but 
because it 


this was article 


is not now obtainable in this counts It i 
difficult to say that any 
slutely ife to use, but I feel 


H.S. in a con 


alwa' particular pre 


paration 1 ab 
that the use of calsolene oil 


centration of 0.1 per cent. is reasonabl afe, 


provided it is only used on the scalp 


D. CALNAN, M.B., 





PRACTICAL NOTES 


Detecting Cardiac Enlargement 
ACCORDING to | W Palfrey (Nez E-nvland 
Journal of Medicine, October 247; 


the following detecting en 


16 1952, 


612), method of 


largement of the heart 
with 


vives results that corre 
killed 
based 


sound sharper and more definite to the ordinary 


pond closely percussion and 


fluoroscopy and are upon change ot 


ear than those of unskilled (usually too heavy) 
percussion’. With the patient breathing quietl; 
and standing or sitting in the erect posture, the 
examiner place hi tetho cope over the fifth 
left cartilage near the sternum and listens to the 
first heart 
zontally outward 1 cm. at a time 
left axilla later, a 
marked lessening in the loudne 


I hi 


skin 


sound, moving the stethoscope hori 
towards the 
udden 
ot both ounds 


which should be 


will correspond 


Sooner or quits 


will be noted’ 
marked 
closely to the left 


point 
with a pencil 


border of dulne in mid 


determined by expert per 
followed in 


th rib to deter 


respiration as 
cussion’. The 
the fifth space 
mine whether 


ame procedure 1 
ind under the ix 
there is any enlargement to the 
downward di placement 


border of the heart 


left at the apex, or any 
The position of the right 
is elicited in the same manner, and of the upper 
junction of the third left cartilage 
and the sternum. The 


the hope that the bu 


border at the 
method is described ‘in 
practitioner who ts not 
too sure of his percussion may find it a help, 


either by obtaining reassurance when he ha 
feared abnormality or, more important, by being 
enabled to detect an abnormality that he might 


otherwise have missed’ 


Pulmonary Concentrations of 
Penicillin 


THe claim that benzylpenicillin diethylamino 


ethylester hydriodide (‘estopen’) ‘gives rise in 


most cases to a higher level of penicillin in the 


sputum than a similar injection of crystalline 
tivated in twent 
Nk Donald 
Jouraal of 
The 


divided into two equal group 


penicillin’ has been inve 
patients with bronchiectasis by G. I 


and | I (Medical 


Australia, September 20, 1952, ii, 


‘Thomson 
407) 
patients 
A and B. Those in group A were given ‘estopen’ 
and those in group B crystalline penicillin. ‘Two 


were 


or three weeks later the procedure was repeated, 
this time group A receiving crystalline penicillin 
and group B ‘estopen’. In each case a single dose 


of 50,000 units of either ‘estopen’ or crystalline 


penicillin was given intramuscularly, and a 


penicillin assay was done on a sample of sputum 


obtained by bronchoscopic suction two hours 


later. No penicillin was found in the sputum in 


topen’ and in 


concentration 


atter 
had a 


crystalline 


five cases after ‘ emht 
crystalline 
higher 
penicillin than after ‘¢ 
howed 
The 


attempt ha 


penicillin patient 
atter 
"The 
a higher concentration after 
that in thi 


putum 
topen remainder 
estopen 


authors point out tudy ‘no 


whether or not 


to show 


uperior to ordinary 


been made 
estopen -_ penn illin in 
the treatment of bronchiectasis’ but they cor 


j 


ider that their result vould appear to 


rational basi for therapeuti us¢ 


monary infection lue to penicillin-se 


organism 


A New Antipruritic 
THe use of N-ethyl-o-crotonotoluide in a seri 
with forms of 
dermatoses is recorded by J]. M. Hitch (British 
Journal of Dermatology, November 1952, 64, 
308). The medicament was applied in the forn 
lilution of N-ethy 


vanishing cream base (‘eurax 


of 200 patient iriou pruriti 


ola roper cent l-o-crononoto 


lu:ide in a 


period of treatment iced trom a few di 


everal month accordiny to the everit 


condition Acute case in the exudati 


i 


ves ular tave were not included, and in 


cases of dermatitis venenata the acute stag 


passed before application of the cream. The 


xcellent’, 1« complete 


le ast ¢€ wht 


results were classified as ‘« 


relief from itching for at hours or 


throughout the night: rehet 


for a slightly 


good’—complete 
horter period, application of the 
cream being necessary every two or three hour 
light’ 


of pruritu 


omething less than comple te absence 


Patients with mild eruptions are 


relieved in several 


The total 
wratifying re 


ults’; 31 per cent. ‘considerably benefited’; 22 
i 


tated to have been ‘often 


days and did not suffer a recurrence 


result how 34 per cent ver 


per cent. ‘some relief’; 13 per cent. ‘unaffectec 


Local reactions to the medicament were mini 


mal. In 6 cases in which there was objection to 


the medicament on account of some irritation 


pave only one positive reaction The 


how 


good result 


pate h test 


detailed result that in neurodermatose 


obtained in 7 
64 per 


allergic erythemas, in 8o per 


were 


ematoid dermatose in 


excellent or 
per cent im eC 


cent.; mm toxic and 


cent.; in dermatoses due to living organisms, u 


38 per cent.; and in a group of muiscellaneou 


dermatoses, in 65 per cent In 115 case mn 


formation was available concerning the action 


of the medicament compared with other form 


of treatment: in 76.6 per cent. there was a report 


of ‘more relief than from all other local applica 


tions’. In conclusion it ts stated that ‘the pre 


paration was found to be an excellent ant: 





PRACTICAL 


pruritic, essentially mn except in 


acute eruptions, without yxicity, and 


of low sensitizing index 


Curare in Ophthalmology 

AccOoRDING to L. P. Agarwal and S. P. Mathur 
(British Journal of logy, November 
1952, 36, 603), ‘small doses of curare vith proper 
premedication enable 


Opi thalm 


the surges 4 Vv outa 
cataract extraction with preci 


eliminating squeezing, ocular and 


| i 
curare 1 i Valuable 


The if 


obtained in 25 case Routine 


nervousness idjuvant in 


cataract surgery’ conclusions are based 


upon the result 


preparation of the patient was carried out and 


consisted of: phenobarbitone, 1 grain (65 mg.) 


at bed-time the night before operation and again 


one hour he tore ope ration itropine 1, 100 grain 


(0.65 mg.) thirty minute before operation 


‘Topical anwsthesia was induced by 2 per cent 


anethane four times every five minutes. Curare 


was given ‘sufficiently long betore the eve was 


sectioned, for an untoward reactions to 


before the 


to be 
be over urgical operation was be 


gun’; it ‘usually requires three to five minutes to 


reach its peak of action which then lasts for at 
least twenty to twenty-five minutes It was given 
intravenously in the form of d-tubo-curarine 
chloride: an initial dose of r. (28 units) in 
, and the patient wa observed for the 


If thi 


, another 1 to 2 mg 


one minute 
development of ptosis lid not develop 
within two to three minute 
dose Va re 


‘I he 


his power 


were given in one minute, and the 


peated after three minute if nece iry 
aim 1s ‘to ensure that the patient lose 
eball remaiming 


quiet ind relaxed 


tationary, 
The total 
patient ranged 
No untoward 
Neither 


prolapse in 


to squeeze, the ey 
and the patient 
dosage used in thi crit per 
from 42 to 65 units (average $4) 
local effect 


was there any instance of treou 


general or vere observed 


the serie Contraimdicatior to the use of 


curare ire myasthenia ! marked renal 


insufhiciency ; emphys« 


of asthme: recent re I 


Rutin as an Adjuvant to Deep 
X-ray Therapy 
As a 


that 


result of animal experiments suggesting 


might be f ilue mm the clinical 


radiation for rela 


‘rutin 
application of large 
modityving 
Cohen 


Journal of adiolog ovember 1952 


tively F istant rm bD 
the skin reaction r| } } l 
(British 
25, 601) inve 
patients 


tivated tl rutin in seven 


receiving irradi or malignant 


disease of the liver tomach (1 


case), and the pancre kach patient 


NOTES gl 


was given an intramuscular injection of 1 
gramme of amorphous rutin suspended in 5 ml 
of normal saline on the two days preceding the 
car h 


this 


first irradiation and immediately before 


ubsequent treatment. ‘Since imyection of 


cous suspension is necessarily painful, the 


ite was prepared with procaine analgesia before 
each injection’. “The lesion was irradiated with 
high voltage tT 
deli 


the venerall 


ntgen rays, using large fields and 


ering tissue doses somewhat greater than 


accepted tolerance level’. Their 


result ugvested that the use of rutin resulted 


1) The complete absence of any of the sub 


ive or objective symptoms of radiation sick 


2) Prevention of the acute lethal action or 


hamorrhagi diathesis which would 


normally be expected at this dosage. (4) A 


diminished skin reaction, usually little more than 


a mild erythema, following doses which would 


otherwise have resulted im evere 


Ihe h 


way by maintaming capillary 


epidermitis 


vith necrost pothesis is advanced that 


rutin acts m thi 
conclude If,a 


inteyrit The author our pre 


liminary data rutin medication doubles 


the \ 


ugyest 


in tolerance dose, it should permit either 


the deliver of cancerocidal doses to much 


larger fields than ha been po ible heretofore, or 


treatment of so-called radioresistant tumour 


vith dose hitherto considered excessive In 


either mstance the feasibility of radiological cure 


could be extended to cover a_ considerable 


number of viously considered 


incurable’ 


cancer Case pre 


Nitrous Oxide as a Dental 
Anasthetic 


Die vreat limitation Impo ed on the 
thetist according to R. R. Mac 
Dental Journal, November 4, 


that a oon as the extraction 


which ts 
tal ana 
(British 
93, 234), ‘i 
been finished the 


intosh 


patient must be fit 


out ot the dental urgery’ 


is so useful as a dental 


thetic, be« ‘ effects are reinforced 


moderate 


leyree tf anoxia a tate ver\ 
resemblh mal general anawsthesia 1 
And ; end of the 


1 triking! 


atter-etfect Ile divides the 


operation 


quick recove;r,s 


vith me yi 


tage ia mto analgesia, 


pote ntial 


delirsum il anwsthesia, and respiratory 


irrest. Poten delirium us the stage at which 


the patient ! rus and normal! i 


' 


trar jul but ma orn violent on one 


ch as the extraction of a tooth. In 
patient must be taken to just 
f urgical anaesthesia 


affected by 


make i difference 


juired 1 certam 


instance, 
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easily brought to the 
thesia 
Fear and pain also increase 


dental 


old people are more 
level of 
aged adult 


appropriate ana than young or 
middle 
the dose satisfactory 
ana Finally, 
the psychological reaction of the healthy male 
to that of the frail old lady, when 
The frail old 


likely to remain tranquil and afterwards, 


required = for 
thesia, as does alcoholism there is 
in contrast 
faced with a physical insult 
lady 1 
if questioned, may relate a dream in some way 
The robust male, 
fighting’. Professor 
‘At one 


whom it 1 


connected with the procedure 
however, will re spond by 
Macintosh sums up by saying end of 
the scale is the averaye female, easy 


At the 


tough alcoholic man whom it is practically im- 


to anawsthetize with gas other end is the 


possible to subdue with gas only: certainly an 
attempt to do so ts very ill-advised. In between 
these two extremes the problem is to reduce the 
oxygen just enough to make sure the patient has 
pas ed beyond the stage of potential delirium, 
but not enough for marked asphyxial symptoms 


to be manifest’ 


A Comparison of Dicoumarol and 


Tromexan 

A rEPoRT of the Committee on Anticoagulants 
of the American Heart Association, by L. A 
Scarrone et al. (Circulation, October 1952, 6, 
489) compares the with di- 


results obtarmed 


coumarol and ‘tromexan’ in 514 patients ‘with 


thromboemboli con 


diy de d 


infarction (262) 


actual or threatened 
The 


myocardial 


ditions’. patients were into five 


groups thrombo 
phlebitis or venous thrombosis (87), pulmonary 
(41), 
(20), 


infarction other arterial thrombosis or 


embolism coronary insufficiency and 


prophylactic purposes (104). The investigation 
total 


‘Tromexan therapy and 5,006 days of dicumarol 


included ‘a experience of 6,642 days of 
the rapy’. There were +4 deaths in the series 24 
in patients receiving ‘tromexan’, 18 in those re 


ceiving dicoumarol, and 2 in those receiving 
both anticoagulants. Previous reports were con- 
firmed that with ‘tromexan’ a more rapid initial 
prolongation of prothrombin time, and a more 
rapid return to normal after cessation of treat- 
ment, weve obtained than with dicoumarol 
Both of The 


power of the two anticoagulants to protect the 


these features are advantages 


thrombo c mboli« 4 omplications 


Mild 


were 


patient trom 


appeared about equal’ toxic reactions 


(nausea, diarrhoea, rash) infrequent with 


both drugs, the incidence being 4.2 per cent 


cent. with di- 


that 


with ‘tromexan’, and 0.4 per 


coumarol. There was no evidence ‘either 
Tromexan or dicumarol produced significant 
evidence of toxicity in the doses commonly used 


for therapy’. “The total rate of gross hemor- 
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rhage related to anticoagulants was slightly 
higher during ‘Tromexan therapy than during 
dicumarol therapy’, but ‘when observations were 
limited to days when prothombin times were 
under 50 seconds (above 7 per cent.), the in 
cidence ot hemorrhagic episodes due to, ofr 
the two anticoagulants appeared 
When 
‘slightly more difficult 
daily 


doses gives more 


aggravated by 


approximately simular’ given in single 


daily doses, ‘tromexan’ is 
to control than dicumarol’; division of the 
total dose into two or three 
satistactory control of prothrombin time than 
single daily doses. As with all coumarin deriva- 
tives and phenylindanedione, the prothrombin 
times of patients receiving ‘T'romexan should be 
watched with especial care until the 
is fully Thereafter the use of 


anticoagulants requires meticulous supervision 


response 
pattern evident 


by the attending physician’. 


Intravenous Alcohol for Post- 
Spinal Headache 


WorRKING on the assumptions that the headache 
following spinal anasthesia is due to leakage of 
fluid, that ‘alcohol 


vessels of the choroid plexus, and 


cerebrospinal and would 
dilate the 
glucose would be rapidly metabolized, and dis- 
tilled formation of 
cerebrospinal fluid’, E. \ Inesthest- 


, 13, 496) has investigated 


into the 
Deutsch ( 


water would go 
ology, September 1952 
the effect 
ministration of a solution of 5 per cent 


intravenous ad- 
ethyl 


in such cases of the 


alcohol in 5 per cent. glucose in distilled water 
One litre of this solution was given to 15 patients 
diagnosis of post-spinal 


immediately after the 


headache was established. “The solution was run 
in slowly over a period of three and a half hours 
Ten 


patients rece ived permanent relief from one in- 


to avoid the possibility of inebriation’ 


fusion; another four required a second infusion 


The only two patients who were treated with a 
ethyl 


solution made with ‘supposedly “‘pure’’’ 
alcohol obtained from the hospital laboratory 
The other 


had a moderate reaction 


treated with a commercially made 


pyrogenic 
patients were 
pyrogen-free solution. Patients were encouraged 
to sit up and walk about as soon as possible after 
the injection so as to exclude the probable 
beneficial effect of rest in the 
The possibility that the beneficial action might 
and cu 


supine position 
be due to ‘the well-known analgesi 
phoric effects associated with the introduction 
of alcohol into the human blood stream’ is con- 
sidered to be excluded by the fact that ten 
patients had 
The author 
admittedly 
couraging enough to warrant further use of the 


from one tnfusion 


‘This ts an 


lasting relief 
sums up by saying 


small series but the results are en- 


method’ 
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Diseases of the Chest. Vol. 1. and 2. Eprrep 
By Sir GEOFFREY MARSHALL, K.C.V.O., 
C.B.E., M.D., F.R.C.P., AND KENNETH M. 
A. Perry, M.D., F.R.c.P. London: Butter- 


worth & Co. (Publishers), Ltd., 
Pp. xi and 456; viii and 413; 19 pp. 
Figures 158 and 192. 


1952. 


index each vol. 

Price £7. 7s. 
THoRACK 
lished themselves as major specialties during the 


medicine and surgery have estab- 
past twenty years, but most general physicians 
and surgeons handle large numbers of patients 
with diseases of the lungs and adnexa and pre- 
sumably it is chiefly for them that this book has 
British authorities (all but 
London). The 


textbook of 


been written by 31 


one practising in and around 


approach is that of the 
definition, 


‘ lassic al 


medicine pathogenesis and path- 


ology, clinical features, diagnosis and treatment 


being considered in turn. In most of the 


sections some passing reference 1s made 
vention, but the 


with the patient who already has his disease and 


to pre- 
authors are concerned chiefly 
whom they hope to alleviate or cure, so that 
only passing or implied attention ts given to the 
have been 


problem of how his disease might 


prevented. Even the chapter on occupational 


diseases scarcely refers to prevention, 
effort should 
primarily be directed to guiding the preventive 


The book 


malaise over 


lung 


although in this field the doctor’ 


measures of the industrial hygienist 


also reveals the chest climician’s 


pulmonary physiology. There is a short chapter 


on this subject which does somewhat scant 


justice to recent advances, but thereafter 


physiological questions arising in diagnosis and 
treatment are considered, if at all, in the simplest 
gene ral terms without any reference to labora 


tory studies. Anatomical questions are handled 


with far greater confidence following a valu- 


able opening chapter on broncho-pulmonary 
anatomy. 
For those 


comings and require 


who do not regret these short- 


authoritative ‘nformation 
on classical lines the book provides a veritable 
feast, and each chapter has a full bibliography 
(including the titles of all 


ume 1 deals first with bronchitis, 


references) Vol 
pneumonias, 
pertussis, fungus diseases and lung abscess 
Tuberculosis is confined to 200 odd pages, which 
The 


surgeon will be dissatisfied and the physician 


is too small a space tor so vast a subject 


perplexed by the brief accounts of surgical pro- 


cedures; nor is there an adequate discussion of 


the indications for conservative or 


The clear account of chemotherapy 


operative 


treatment 


of tuberculosis was unfortunately written too 


late for more than a passing reference to 


isoniazid. Volume two contains, mm addition to 


full accounts of diseases of the pleura, asthma 


and emphysema, a wealth of miscellanea and 


rarities. There are two final chapters on an 


wsthesia for chest cases and on physiotherapy, 


the latter showing all the enthusiasm to which 


much of the therapeutic success of breathing 


exercises must be attributed 

On the whole the book ts free from errors but 
a few mistakes are made. Dr. Perry advises that 
cases of coal pneumoconiosis should be removed 
from further exposure to coal dust ‘as soon as 


the diagnosis is mad despite published 


evidence that this is often unnecessary, and 


ce spite the contrary poli Vv we nerally adopted in 
country by the medical 


Boland writes: ‘It ts 


this 
panels. Dr 


PNCUMOCON Osis 
surprising how 
rarely lethal’ asthma 1 but over 3000 deaths 
asthma are recorded each year im Great 


The 


later than 


trom 
Britain chapters on atelectasis (with no 


reference 1908), bronchiectasis, and 
diaphragmatic hernia are not up to the standard 
of the rest of the book 


overlapping 


There ts naturally some 
In the case of pleural effusion this 
is excessive for it 1s discussed at length m three« 


different chapters. The ilustrations are useful 


and well produced (fig. 51, a and b, is wrongly 
labelled), and the 
full. The bool 


with a perplexing chest case 


index is well arranged and 


will help many doctors faced 
both un diagnos 
them valuable 


ind treatment, and wall give 


guidance to further reading im the literature 

Disorders of the Heart and Curculation 
Epitep BY Ropert L. Levy, M.p. New 
York Thomas Nelson and Sons: Lon 
don: Bailhére, Tindall & Cox, 
Pp. xv and 944 Figures 769 
qis. 6d. 


1Qgs2 
, 
| rice 


Tue tirst thing that strikes one about this book ts 


its weight——over five pounds! This give orne 
indication of the amount of matter it contain It 
is not a textbook mm the usual sense, but rather a 
symposium on ca. diovascular disease, compri 
leading authorities on different 
Nany chapter were 
Nelson Leat 
been brought up to 
Several new chapter have been added. In 


vitable that 


ing articles by 
aspects of the ubject 
originally published in the Loose 
Medi ine 
date 


a work of this kind tt ts ine 


and have nee 


there 
should be a con iderable between 
This is not 
for it enables the reader to see where authorities 


differ with 


overlap 


chapters altogether a disad antape 


agree and where they regard to 
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current hypotheses. The chapters vary greatly in 
length—that on roentgenology, for example, is 
extremely short, but much of the chapter on 
cardiovascular syphilis is devoted to this subject, 
and many x-rays are reproduced in the chapter 
on the physiology of congenital heart disease 
Two aspects of cardiology which have at- 
tracted so much attention in 
namely congenital heart disease and coronary 
disease, naturally receive special attention. The 
late Dr. Maude Abbott's classical monograph on 
congenital heart disease has 
republished in full 


recent years, 


the anatomy of 
deservedly been 
supplemented by two chapters describing recent 
work on the physiology of the circulation and 
the surgical treatment of these conditions. Not 
only the cardiologist, but also the pathologist, 
the human physiologist and the chest surgeon 
will find fascinating matter in this section. Three 
chapters are devoted to coronary artery disease 
and its surgical treatment. Clinicians will espec- 
ially appreciate Dr. Robert Levy’s short article 
It is a masterpiece. 


and is 


on coronary insufficiency 

At the moment cardiology 
rapidly that no book can be expected to give the 
‘stop press’ news, especially a book to which 
Nevertheless, in 


is advancing so 


there are many contributors 
the present volume the Editor has succeeded in 
giving a remarkably up-to-date account of the 
subject which will appeal to both cardiologists 
and to general physicians whose special in- 
terest is cardiology. 


Normal Blood Pressure and Hypertension: 
New Definitions. By Artuur M. 
MAsTeR, M.D., CHARLES I. GARFIELD, 
M.pD., and Max B. WALTERS, M.D., 
F.R.C.P.(Can.). London: Henry Kimpton, 

Pp. 144. Figures 36. Price jos. 

THis masterly little book 

hands of everyone who handles a sphygmomano- 

meter. So much nonsense has been talked about 
high blood pressure by unwary and uncritical 
clinicians, so many almost unintelligible mono- 
graphs on the higher mathematics of the sub- 


19§2. 


should be in the 


ject are being produced, that it is almost im- 
possible for the inquiring practitioner to 
find straightforward answers to three simple 
questions: (a) what are the requisites of an 
accurate sphygmomanometer?; (b) how should 
the blood pressure be taken?; (c) what are the 
upper limits of normality for blood pressure at 
different ages? All these questions he will find 
answered clearly and authoritatively in this 
book. In addition he will be given a fascinating 
description of the history of the principles and 
methods of clinical sphygmomanometry and of 
blood pressure from the days of the Cro-Magnon 


race, 30,000 years ago 


Dr. Master and his colleagues have had a 
twofold purpose in writing the book. One is 
that already to clarify the 
the past and to summarize the present state of 
The other is to present 


described work of 


our knowledge new 
data showing that present standards of nor- 
mality for blood pressure have been unreliable 
The new data are based upon the findings in 
74,000 individuals. The limits of normal blood 
pressure as revealed by this study were found to 
be ‘definitely higher than the 
cepted ones, and to vary with age and sex’. In 


commonly ac- 


males the normal range of systolic pressure, in 
of mercury, is from 105 to 135 at the age 
to sixty-four 


mm 
ot sixteen, to 115 to 170 at sixty 
years, whilst the 
pressure ts from 60 to 56 at sixteen, to 70 to 100 
females the normal 


normal range for diastoli 
at sixty to sixty-four. In 
range of systolic pressure is from 100 to 130 at 
sixteen to 115 to 175 at sixty to sixty-four, the 
corresponding diastolic pressures being from 
60 to 85 at sixteen and 70 to 100 at sixty to 
sixty-four 

This is one of the outstanding books on the 
which no practitioner can 


subject and one 


afford to miss 


Posture and Pain. By Henry O. KENDALL, 
FLORENCE P. KENDALL, and Dorotny A. 
BoyNTon. Baltimore: The Williams and 
Wilkins Company; London: Bailliére, 
Tindall & Cox, Pp. x and 204. 
Figures 159. Price 545. 


1952. 


Tuts book is the result of the accumulated ex 
perience of the authors in examining 12,000 
cases, 2000 of which were normal. It is primarily 
intended for all those interested in good posture 
The work is profusely illustrated with excellent 
photographs, showing the usual deviations from 
the normal. There are drawings 
demonstrating the influence of muscle length on 
posture and in the production of deformity 
muscle strength are 
The section on 


many line 


Maneeuvres for testing 
shown clearly in photographs 
pain is naturally inclined to emphasize, perhaps 


too much, the postural aspect of pain. Some- 


times the onus is placed on tight and contracted 
muscies. A few of the conditions mentioned are 
not commonly accepted now, e.g. pain associated 
with fascia lata tightness, which is supposed to 
irritate the peroneal nerve. Some of the state- 
ments made in this section are not scientifically 
sound, e.g. ‘that tensor fascia lata pain occurs 
more frequently on the left, and chronic sciatica 
associated with faulty body mechanics more 
frequently on the right, may be regarded as of 
value in the differential diagnosis’. Nevertheless 
these are minor criticisms in a book which is 


stimulating and easily readable. It should be 
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read by everyone concerned with the examina- 


tion and treatment of postural defects 
The 
By 


H. K. Lewis & Co 
and 176. Price 15s. 


Physician's Guide to Chemotherapy. 
Peter N. Swirt, M.R.c.p. London: 
Ltd., 1952. Pp. xu 


It seems difficult to believe that any more books 
on antibiotics and chemotherapy could possibly 
the difficult 
rest. There is 


be needed, vet this one achieves 
task of being different from the 
a compact and useful introduction giving the 
principles of the subject and dealing with drug 
resistance; this is followed by a chapter on each 
In the main part of 
his 


o. the better known drugs 
the book the 


tabulated in such a way that it remains readable 


author presents material 


Under each infection the treatments are given 
in order of preference, attention being paid to 
the cheaper and easier sulphonamides, and some 
offered 
reader is reminded of other lines of treat- 


when 


suggestions on combined therapy are 


The 


ment, such as antitoxins and surgery, 


these are needed so that, unlike most highly 


compressed books, this one is unlikely to mis- 
lead either the preregistration house officer or 
the tsolated who must be finding 
the multiplicity of new, potent, but by no means 
non-toxic, The 
book will just go into a jacket pocket and fits 


these are the 


practitioner 


antibiotics a source of anxiety 


easily into that of a white coat; 


places for it 


The Ctha Foundation Colloquia on Endo- 
crinology. Vol. 4. (Anterior Pituitary 
Secretion and Hormonal Influences in 
Water Metabolism.) Evirep sy G. E. W. 
WOLSTENHOLME, 0.B.E., M.B., B.Cu. Lon- 
don: J. & A. Churchill Ltd., 
Pp. xxiv and 591. Figures 139. Price 
455. 

Tue Ciba Foundation has now published four 

held 


recently in London under its auspices, and in 


1952. 


volumes of Colloquia on Endocrinology 


so doing has made a valuable contribution to the 


literature endocrinology and added yet 


another service to the many that it is constantly 
The fourth 


dealing 


on 


rendering to medicine volume ts 
the first the 
aspects of anterior pituitary secretion, and the 


in two parts, with many 


influences in water 


full of present 


second with hormonal 


metabolism, a subject which is 
The results of an enormous amount of 
stored in this book, but it is 
tind 


regarded as true 


interest 
research work are 
how few con- 


As 


informal discussions 


somewhat depressing to 
clusions can certainly be 
the 


after each paper are of particular interest, but 


in the other volumes, 
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the material is highly specialized. Like its pre- 

decessors this volume is well produced and the 

photomicrographs are excellent 

Handbook of Gynae ologu al Diagnosts for 
Practitioners and Students. BY WALTER 
NEUWEILER, M.D. London: William 


Heinemann (Medical Books) Ltd., 19§2. 
Pp. xiv and 448. Figures 406. Price 8os. 


\ BOOK on gynecological diagnosis has been 
needed and this volume by Professor Neuweiler 
is welcomed. It is logically composed of a general 
section describing the examination of the patient 
as a whole and of her history; and of sections on 
local examination of the various genital struc- 
tures. The part on local examination must have 
been than that on the 
general approach. This latter part could do with 


much easier to write 
better illustrations of physical types and endo- 
crine changes, and sex abnormalities, and with 
further consideration of these in the text as well 
In addition, there are chapters on certain com 
mon symptoms such as sterility and backache 
Here one would welcome another on the teasing 
problem of the diagnosis of the acute abdomen 
in the gynecological patient The book is well 
illustrated and the production is of the high 
standard one associates with the publishers 
Dr. Ederer has translated it into English which 


reads easily 


The Young Delinquent in his Social Setung. 
By ‘THomas FERGUSON, M.D., 
D.P.H., F.R.F.P.S., F.R.C.P.ED., F.R.S.E. Lon- 
don: Oxford University Press (Geoffrey 

Pp. xii and 158. 


Ds 


Cumberlege), 
Figures 21. Price tos. 6d 
igures 21. rice 10s. Od, 
Tuts book is an extension of “The Young Wage 
Earner’, written by Professor Ferguson and J 
That book dealt with the homes and 


1gs§2 


Cunnison 
records of 1,349 ‘ordinary’ boys who left school 
in their fifteenth To these 
been added those of 489 physically handicapped, 
This 


study treats of the incidence of delinquency in 


year records have 


and 301 who were mentally handicapped 


these groups. and in members of the families to 
which they belonged. A great deal of information 
is presented both in the text and the numerous 
tables. The groups are compared, and the in 
scholastic 


health, 
role of 


fluence of physique, intelligence, 
ability, age, church-going, community 


The 


causal 


and employment ts considered 
the background as a 
discussed. There is an excellent index 

There is so much of interest in this volume 
the 


de- 


family factor ts 


that one would like to know more, not of 


material conditions which accompany 


linquency, but of the delinquent’s attitude to 
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these conditions. The more factual aspects are 


adequately dealt with. One might question the 


use of the word ‘treatment’ in respect of dis- 


posal of the delinquent to probation, simple 
custodial care, or even corporal punishment 
Disposal’ might be a more appropriate term to 
use. It would be interesting to know how many 
of these 


of adequate 


delinquents were school failures, in 
The 


et out to present any 


spite mental equipment 
authors, howe ver do not 
kind of psycnologi il analysis of the causes of 
statistical record, it 


delinquency, and, as a 


achieves what it sets out to do 
NEW EDITIONS 

Symptoms and Signs in Clinical Medicine by 
Ek. Noble Chamberlain, M.p., M.Sc., F.R.C.P., in 
its fifth edition (John Wright & Sons Ltd., 3655.) 
has been revised in order to bring it up to date 
A glossary showing the origin (but not always 
the meaning) of various words used in the text 
has been added. Each clinical subject is covered 
the presentation is lucid and com- 


whole the illustrations are 


adequately 
prehensive. On the 
of good quality and adequately support the text 
however, a 


There ts, tendency to repeat un- 


necessarily illustrations of certain diseases, e.g 
myxedema; and the rather crude colour plate 
jaundice with very 
icternK Whether or not 


a book of this order should contain accounts of 


illustrating obstructive 


hair should be omitted 


laboratory procedures is difficult to decide. Some 
of those described are undoubtedly simple and 
can be classed almost as ‘clinical’. On the other 


hand, a considerable amount of space is oc- 
cupied by inadequate accounts, e.g. coagulation 
up into capillary tubes after 


blood 45 


(quite imadequate), test meal 


time (why draw 


removing venous prothrombin time 
(parenteral his 
These sections 
that too much 


allotted to 


tamine is more usual than oral) 


are not helpful and it is obviou 
has been attempted in the 
them. These criticisms apart, there is no doubt 
that the 
clinical medicine and one from which all under- 


spac c 


book is an excellent introduction to 


graduates would derive great benefit 


Mackenna’s Diseases of the Skin, by R. M. B 
MacKenna, M.D, F.R.C.P., im its fifth 
(Bailli¢re, Tindall & Cox, 425.) ts 
primarily for the requirements of 


edition 
written 
medical 
students and practitioners and it achieves its 
object admirably. One of the difficulties in writ- 
ing such a book is to preserve a sense of balance 
between the common and perhaps mundane 
uncommon conditions of 
The author has 


dermatoses and the 
interest only to a dermatologist 
kept this important proportion extremely well, 
and although many curios are mentioned, the 
and brief, whilst the 


description is concise 
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common conditions are dealt with fully 
MacKenna has inherited the gift of 
from his father and the text abounds in pleasing 
A delightful book to review and one 


to be thoroughly recommended 


language 


phrases 


A Text Book of Clinical Neurology, by Israel 5 
Wechsler, M.p., seventh edition (W. B. Saunders 
Company, 47s. 6d.). In the twenty-five years 
since the first edition of this standard textbook 
been great changes in 
Wechsler has kept 


much re- 


there have 
and Dr 
abreast of the times; 
vision has taken place the author finds it more 
easy to add than to subtract from the text. The 
result is an exhaustive collection of clinical and 


appeared 
neurology, well 


but although 


pathological information, well indexed and weil 
arranged, but rather heavy. It has become a work 


of reference in which related diseases are 
described in their appropriate sections, but from 
which the reader fails to get a feeling for the 
whole subject under discussion. The sections on 
the epilepsies or the encephalitides, for instance, 
contain much information and many accurate 
accounts of phenornena, but neither reflects the 
present dynamic state of knowledge of these 
subjects. The busy clinician will be able to add 
to his knowledge by referring to this textbook, 
but the student may well be appalled by the 
seeming complexity of a subject which 
stands by 
method and 


the wood for the trees 


clinical medicine for its 


will find it hard to see 


itself in 
logic. He 


Throat By ] 


and 


Diseases of the Ear, Nose and 


McLagyan, €.V.0., M.B., F.R.C.S., 
second 


6d.) isa 


Douglas 
Josephine Collier, B.M., F.R.C.S., in its 
edition (H. K. Lewis & Co. Ltd., 37s 

comprehensive textbook essentially for medical 
students, who will find it a safe and sound guide 
and a most useful reference book. It ts not, 
however, the sort of book that will be likely to 
stimulate the interest of the average student in 
otolaryngology, and for this the illustrations are, 
at least parcly, to blame. Surely the day has gone 
by for using archaic-looking blocks from the 
irstrument-makers’ catalogues as illustrations 
to an up-to-date textbook; hearing tests, for 
blocks of 


and 


illustrated only by 


and the 


example, are 


Barany'’s noise-box monochord, 


Rinne’s test is dismissed in twelve lines; the 
reproduction of skiagrams is only fair, and the 
clear, have an old- 


line illustrations, though 


fashioned air 





Ihe contents of the February issue, which will contoim a 
symposium on “Traumaic Surgery’, will be found on 


poge Ixxvii at the end of the advertisement section 
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Fifty Years Ago, sce page 103 
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PRONESTYL 


In 
Cardiac Arrhythmias... 


Administered by mouth, Pronestyl is capable of restoring 
I 

normal rhythm in many cases of auricular arrhythmias 

particularly those of recent development In ventricular 


tachyeardia. it is often regarded as the drug of choice 


The undesirable side-effects produced ly quinidine cour 
much Jess frequently during therapy with Pronestyl and the 
latter agent. moreover, has proved eflective im patients 


who tailed to respond to quinidine 


There is evidence that’ Pronestyl prolongs the refractory 
period of the heart and raises its threshold of excitability 
Extensive clinical trials have demonstrated its efheacy by 
the oral route in auricular tachyeardia, flutter and fibrillation 


as well as in ventricular arrhythmias 


kor the correction ot arrhythmias during anasthesia 
Pronestyl is also presented in the form of a sterile solution 


for intravenous or intramuscular mnyection 


Dablets of 0.25 G. in bottles of 25, 100 and 1.00 
Solution (100) me per co.)om vials of 10 ©. 


Comprehensive literature will gladly be supphed on request 


Phe Medical Information Dept 


EK. R. SOUIBB AND SONS 


OLD BOND STREEI LONDON W.] 
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Graph showing percentages of 
average age of onset of meno- 
pause, drawn from figures 
compiled by the Coun of 
Medical Women's Federation 


in England 


50 55 60 


Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


& combined male and female hormone treatment is the 


most effective in this condition 


~ the correct balance of the two hormones is essential 
both for efficacy and economy determined by exten- 


sive clinical trial in the U.K. and unique to Mixogen 


n both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 
given in the simplest and most convenient way 
Dosage: Initially 1-2 tablets daily, reducing when possible 


Packs: Perspex tubes of 25 tabeets and bottles of 1/00, 
250 and 500 Literature on request 


MIXOGEN 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785-6-7, 0251-2 Telegrams : Menformon, Rand, London 
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NEW PREPARATIONS Issued in tube 
ANGISED’ brand gl { DIZ ) Pharmaceutica 
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ur torage 2 " ‘ morpl 
cored compressed prod lise morpt 
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methyl-de mon ! I a quar 


ternary am ) } l hi tated to 


be effect } \ a t1 iwainst the t 0 1, Lon m, N.Was 


mayor at he wK ni ; occurring in 
luding .Menilia 1) ) po 


penicillin 1 i It is « 


of ‘bradosol and r elasti i lf free 
it ulcerative undue pressure . plombage 
yrral thrush. They thoracoplasty fo ro ng ; olid re 
| 


Ost-operativel eparates the lung fron lling mater 


boratones Ltd when the pong ‘ mto the prace 


granulati rr t ind anchor 
firm! in position umed that post 
im for broncho operative effusion re d to a minimun 


yraphy con ing r cent. suspension t is also indicated in collapse therapy and 


of n-prop | t 3:5 M1O-4 pyridone N In pneumonectom tan plomb 1 upplied 
uspe nding, hape ‘ fit the “up 
It contains rcular, slightly « | ‘ x plomb for 
be isotoni upplementing ‘ a complete 
well-defined prosthesis for msertion follow neumones 
ton (Herts Pharr ‘ Welwyn 
CGsarden Cit Hert 


’ hv ly B.D 
preparati hypnotic whicl i not to depre 
injection via tlon even in ' neither ana 


irucsthet ‘ ) od roperti 


compound contaming i blet pepsin 
times B.P. stren 3 g.; pancreatin 
Au 
been 
pepsia 
conva Product 
urger London, W 
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lercin’ tablets contain aspirin, phenacetin 


stated to be 
relief of 


and butobarbitone ‘Tercin’ is 


particularly useful for the headache, 


neuralgia, dysmenorrhea and rheumatoid 


arthritis. Each tablet contains aspirin, 5 grains, 


phenacetin, 3 grains, and butobarbitone, 4 


grain. Issued in packs of 200 and 1000. (British 


Drug Houses Ltd., Graham Street, London, 


N.1.) 


*VasyLox’ brand olution of methoxamine 


hydrochloride contains 0.25 per cent. of the 


active constituent It has been prepared for 


intranasal use in the common cold, most types 
relief of 


rarely irritant to the 


of rhinitis, and for the symptomatic 
It is stated to be 
swollen nasal membranes 


side-effects’ 


hay fever 
and to produce no 
Issued i scTEW-Ccap bottle ;, con 


taining 4 fluid ounce, with eparate 


(Burroughs Wellcome & Co., 183-193 
Road, N.W.1.) 


stoppe T 
I uston 
London 


PHARMACEUTICAL 
‘Atsucip’ Nasal 


phacetamide sodium), 


NOTES 

Drops contain albucid (sul 
7-5 per cent., and ephe- 
drine hydrochloride, 1 per cent., and represent 


a new preparation of ‘albucid’ for the early 
Issued in bottles 
of 14 ml. with dropper. (British Schering Ltd., 


London, W.8.) 


treatment of the common cold 


229-231 Kensington High Street 


GELUSIL” 1s now issued as a ‘Suspension’, a 


combination of aluminium hydroxide and mag 
nesium trisilicate with a small amount of calcium 
include 


phosphate Indications for its use 


gastric hyperacidity, peptic ulcer, and as a 
vehicle for oral penicillin or other medicaments 
buffering action is re 
of 6 fluid ounces 


Ltd., Power Road, 


for which a protective 
quired. Issued in_ bottles 
(William R. Warner & Co 
London, W.4.) 
“TasLtow’ HypoperMic BeNZyYLPENICILLIN with 
SopiumM NI?RATE is now issued in a strength of 
15,000 I.U’. per product fer the preparation of 
B.P.¢ N.F., 
Penicillin Hypodermi 
Issued in tubes of 10 
(Burroughs Wellcome & Co., 183-193 
Road, London, N.W.1.) 


penicillin eye-drops of the and 


“Tabloid’ 
strength 


and replaces 
of the same 


Euston 


‘VeERILOID INTRAMUSCULAR SOLUTION’ (veratrum 
viride alkaloids [‘veriloid’ brand], 1 mg. per ml., 
with procaine hydrochloride, 1 per cent.), is 
stated to be ‘a potent and rapidly effective agent 
blood 


used as a primary means of lowering the blood 


for reduction of pressure’. It may be 


pressure or as a means of maintaining the hypo 
tension produced by ‘veriloid intravenous solu- 
Issued in (Riker 


tion’ ampoules of 2 ml 


PRACTITIONER 


Laboratories Ltd., 29 Kirkewhite 


Nottingham.) 


NEW APPARATUS 


OXYGENAIRE PortTasBLe INCUBATOR for ambu- 


lances has been devised to decrease the 1 
conveying premature babies to hospital. ‘The 


infant can be carried over long distances u 


accurately controlled, stable conditions of tem- 


perature and oxygen. The temperature inside 


the incubator is thermostatically maimtained up 
batteries. It is stated 


to 95 F. by means of 


that ‘the operation of the incubator is simplk 
‘the required negligible’ 
(Oxygenaire (London) Ltd., Therap 


Equipment, 8 Duke Street, London, W.1.) 


and maintenance 


Oxygen 


‘THe PHoenrx’ hearing aid is a three-valve aural 


aid in the manufacture of which attention ha 


been paid to (1) acoustic gain (76 db); (2) 


freedom from distortion (less than 5 per cent 


(3) limitation of maximum output (for con 


ductive and perceptive deafness); (4) variation 
reduction of 


of frequency characteristics; (5) 


inherent noise; (6) provision of external micro 


phone; (7) provision for electro-magnetx 


pick-up attachment, and other points necessary 
for servicing and operation. ‘The ‘phoenix’ can 


be used with either an air conduction or a bone 


and the running cos 


Various attach 


conduction receiver, 
are less than a penny per hour 
telephone, radio and 


ments obtainable include 


television attachment; bone conductor; stetho 


(Ardente Ltd Ardente 
Oxford Street, London, W.1.) 


scope Hou t ,OY 


WINDSCREEN WASHER An 


driving is of 


ce vice to improve 


vision tor vital importance to 


doctors. A new windscreen washer, recent! 


fitted to any make of car 


which fit 


introduced, can be 
This 


under the bonnet, a water pipe 


consists of a glass contaimer 


and two spray 
ing nozzles which are connected to a bulb 
under the facia board. When the bulb ts pressed 
sprayed on the windscreen 
from under the This 

moderately priced at {1 8s. 6d 


Ltd., Brixton Hill Place 


a fine jet of water ts 
imple fitting 
(John Sidne 


S.W.2 


wipers 
London 


FIRST WORLD CONGRESS ON 
FERTILITY AND STERILITY 
Tue First World Congress on Fertility and 
Sterility held on May 25-31 
the Henry Hotel, New York City 


The Congress is sponsored by the International 


will be 


IQs i 


Hudson 


Fertility Association with the cooperation of the 
Society for the Study of Sterilit 
sessions will be 


American 
‘Twenty-three 


neta 


scientific 


dealing with all aspects of the subject, including 


socio-economi factor p chomat« 


ispect 


CONTINUED ON PAGE 100 

















ANNOUNCEMENTS 


litramuscular 
Heparin Therapy 
with PULAR EN. ....... 


(HEPARIN-EVANS) 


Recent clinical work has indicated that prolonged heparin- 


isation may be successfully achieved by intramuscular 
injection of 10,000 — 12,500 t.u. of Pularin (Heparin-Evans) 
at eight to twelve hourly intervals 

For this purpose, Pularin is presented in a concentration of 
25,000 1.u. per ml. in vials of 5 ml. The solution may be used 


intravenously if required. 


ALSO AVAILABLE 5.000 iu. per ml.—rubber-capped bottle of 5 ml 
1 WH 4. per ml. — rubber-capped bott 
Dry powder glass container of 1004 


Heparinised tubes (10 ml.) Box of 31 


containing (OO tu 


EVANS 


Further information on request from 
Jepar € peke, Liverpoo! | 
Mode inf 4 by 


EVANS MEDICAL SUPPLIES LTD-LIVERPOOL& LONDON 
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There 


Particular 


and artificial insemination will also be 
can be 


Lox al 


venuc 


discussion 
the ¢ 
Arrangements Committee, 


New York 29, New York, l 


round-table 
hairman of the 


Fifth A 


obtained trom 
1160 


S.A 


BRITISH RED CROSS SOCIETY 
BLOOD TRANSFUSION SERVICI 


A speEcIAL quick reference card to help staff of 
hospitals to obtain fresh blood donors from the 
Red Cross Blood ‘Transfusion Service 


( opies 


has been 
from the 
Blood 
Road, 
pamphlet giving 
(Tel 


ind 


obtained 
Red ¢ 
sisters 


devised can be 


Secretary, Greater London ro 
Transfusion Service 


N.4, 
for 


324 Seven 


London and also a 
volunteers 


Hill 


information prospective 


phone number Stamford Coy! da 


night.) 


ANNUAL PRIZI 


SURGK 


FOR MEDICO 
AL, FILM 
100,000 fr will be 


during the 


\ PRIZE of awarded by 
La Pre SSé Veédicak 
the ‘Actualités 
the Faculté de 
1953, the 

not subsidizea, and not produced by a 


last session of 
meédico-chirurgicals course at 
Médecine de Paris on March 24, 
for best amateur film, unpublished, 
labora 
silent or 
hould be 
later than 
(120 Boulevard Saint Germain 


tory or firm. Films 16 mm. size, 


sound, coloured or black and white, 
submitted ‘cultural attaché’ not 


March 10, 


Paris.) 


wla 


1953 


PUBLICATIONS 


The Preparation and Writing of Medical Papers 
for Publication, by W Rk Bett, 
LAH, I of the best booklets on 
Written by 
the 


subject in a thorough and authoritative manner 


M.R.C.S 
R.S.L., IS OME 
the subject that has yet appeared 
an experienced journalist, it deals with 
‘Typical of the manner in which it is written ts 


the reference to an all too often forgotten first 


principle of medical writing: ‘It is not super 


fluous to insist that the first essential in writing 
an article for a medical journal is to have some- 
to about’. It contributors to 
hus 


way of editors would be 
to 


thing write only 


medical journals would obey eight con 


infinitely 
the last 
(6) write, 


clusions, the 


easier. There is only room quote 


four here: ‘(s) verify vour references: 


rewrite, rewrite, revise (7) make your paper as 


still 
(8) do not publish the same article elsewhere in 
The 


being made 


short as you can; then make it shorter; 


for 
the 


a slightly different form’ book is not 


sale, but arrangements are by 


publishers to distribute complimentary copies 
to final-vear medical students throughout the 


country The publishers will also be ple ased to 


send a free copy to any medical practitioner 


TITIONER 


We 


not misunderstand us 


to appl for trust 
will 


who care one 


publishers when w 


sal that we hope that ever writer 


prospective 


avail himself (or he 
(Menley & 


S.E.s.) 


in the profession will 


of this generous offer Jarme 


Coldharbour Lane, London, 


Progress, by 
that deals in 


Patient's George Sava in 
Od) 


im the 


and 


the 


ssey an amusing manner 


guise of a traveller's narrative with 


social and financial standing and the scientifi 


and ethical medical practice im 


approval of 

he Balkans, 
North and 
Among other 
high 
wares before 
Harle street 
ind in Buenos Aire 
detail that 


many land Germany, Ita 
Britain, 


visited in 


America 
the 


I rance, South are 


turn thing tech 


nique ot the power specialist when 


spreading his the wealthy pro 


pective patient, in Paris, m 
Manhattan 
with a 


ha 


I'he book makes first-clas 


wealth of 
authenticity reading 
urgical clubs 


which the 


accuriac ot 


Nie mbers ot trave lling hie di il or 


who have visited the countries with 


deals 


portraits 


author will with the 


his 


ment, and yet will be 


ivrTee 
the judg 
ha 
sion ot 


Ltd., 


and shrewdness of his 
glad to find that he 
about the 


(Faber 


to Sal \ 
Britain. 


much good prote 


medicine in and Faber, 


158.) 


Viracles of Surgery, b 
The 


Jean Eparvier, ts 


for the layman author 1s a journalist 


clams that surgery, which is now ‘new 


should be prese nted to the public b one with 


] 


the technical knowledge of the doctor and the 


talent 
He 


major 


intelligence of a leading 
He 
with standard plastic 


He 


of surgery rather than of himself or of individual 


and reporter 


succeeds deals in three sections with 


surgery, surgery, 


and with cosmetic surgery writes in praise 
indeed the anonymity of his heroes is 
His has da h, 
English is impeccable and his illustrations are 
If the 


sort of book 


surgeons, 


impenetrable style gallic his 


well chosen and well reproduced public 
wants this sort of book, this is the 
it wants. (Elek Books. 12s. 6d.) 
Practical Guide to 
Philip M. Bloom, 


in less than fifty i 


Vodern 


Scientific 


Contraception: A 
Birth Control, by 


in its 4th edition pages ae ils 


authoritatively and in commendably simple 


language, aided by helpful diagrams, with the 


advantages and disadvantages of the various 


contraceptive methods, and with breast feeding 
the change of life in relation to contra- 


Addresses of 


guidance 


and 
ception birth control clinics and 
ire included 


London, E.C.1 


centres 


Road 


ot marriage 
(Delisle Ltd., 112 Cut 


price 2s.) 
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the 
treatment Of 


PERTUSSIS' 


and other 


childhood infection: 


1. “The onset of paroxysms may be averted and the duration of 
the illness and infectivity is shortened.” 
(B.M.J.2 > 1187, 1952) 


2. Terramycin is * particularly valuable in paediatric practice.” 
(B.M.J1: 419, 1952) 


‘Terramycin 


Safe: Effective : Economical ; Broad-Spectrum Antibiotic 


Full literature is available on request 


. ‘ (p ae 
PFIZER LTD.. Pfizer) 
47-48 Piccadilly, London, W.1 


WORLD'S LARGEST 
PRODUCER OF 


ANTIBIOTICS 
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s Heart, by Eugene | Snyder 


Niajor \ H ( From A Docto 
in autobiographi il account of an attack 
interwoven with 


descriptions of the author's early day 


Chere is a commendator 


Stammerimg Self-cured, 0 


Masterman. The author was one 
were treated 


of five son MLD., is ¢ 
of a doctor, all of whom for of myocardial infarction 
Mr. Beasle vho cured himself 
ot fort The book ind Czechoslovakia 
describes these exercise based on foreword by Dr. Paul White (Philosophica 


the fact that the stammerer can generally sing Librarv, New York, price 53.75 
r riet oO . 
his briet « ‘ t nece OFFICAI NOTICI 


tammer by a sin Russia 


by exercises at the age 
which ire 


without stammering 


s S 3 mit th 1 , 
ity over-simplifies the problem, bu “~ Therapeutic Substances Regulation 1052 
come into effect on Janu 


little to which the « xpert ther ipist vould take hese Re gulation 
The book will bring hope to those ary 1, 1953, and apply to England and Wale 
reason or another, cannot attend a Scotland and Northern Ireland. The con 
Pherapeut 


exception 
who, for one 
recognized centre for speech therapy. (Bristol i lll een ie 
John Wright & Sons Ltd London: Simpkin Subetunces Remuintions 1621-6 
Marshall Ltd., price 3s. 6d.) en Diet Cohan i he 

Ih also add to the Schedule to the Act i 


Act pplies dimer 


pecite d in 


4 revulation 


Gas and Aw Analgesia in Midwifery, by G.I ubstances to which the 
M.R.C.S., L.R.C.I D.A., mm its.second caprol and its derivative ind preparation 


Stovin, 
ft streptomycim which 


thereof, and preparations of 
intended for parenteral injection 
intended tor parenteral 


edition contains chapters on trilene analgesia 


and the care of the unconsciou 


patient and the ure Strepto 


resuscitation of the newborn. Pupil midwive mycin which ts not 
injection is not included. New parts of Schedule 


at lei contain special provision 


dy within the Schedule to the Act 


seldom read any book on yas and ai 
this one the hould 


basi know ledye of practics tance alrea 
but at present onl covered b yeneral pro 


If they master for a number of sub 
have a sound 
theor oft analpe la 


administration and the 
to ions name! B.C. 


iccine, tuberculin 


Those anaesthetists who are starting lecture 
midwives on gas and air analgesia will find this 


book a most useful gunde (Staple Pre Ltd 


P.P.D., oxophenarsine alts, globin insulin and 


protamin im insull HM stationer 


price 10s. 6d.) Office, price ts. 6d.) 
THE PRACTITIONER: 50 Years Ago. See page 103 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President——Tut EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.« 


This Registered Hospital is situated in 130 acres of park and pleasure grounds 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment Careful clinical, biochemical, bac 
teriological and pathological examinations. Private rooms with special nurses, male or female, in the Hospita 
or in one of the numerous viilas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


P., D.P.H., D.P.M 


Voluntary patients, who are 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad 
It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous 


mitted 
It contains special 


Disorders by the most modern methods; 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &« There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatrient. It also contains Laboratcries for biochemical, bacteriological, and pathologica 
research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN-—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. ‘The Hospital has its 
own private bathing house on the seashore. ‘There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &« 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 


insulin treatment is available for suitable cases 


Northampton), who can be seen in London by appointment 
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Consult your own Agency, and secure 





Independent & Unbiased Advice + Substantial 
Rebates * All profits to Medical Charities 
~ ALL CLASSES OF INSURANCE 


LIFE - SICKNESS - MOTOR 
HOUSEHOLD - EDUCATION 


Loans for the purchase of HOUSES, EQUIPMENT, MOTOR CARS 


MEDICAL INSURANCE AGENCY 
Ly) ; iT re Chief Office ; 
‘90? LONDON: B.M.A. HOUSE, TAVISTOCK SQUARE, W.C.1. ‘Tel: Euston 5561 
BIRMINGHAM LEEDS 
154 Great Charles Street SCOTTISH OFFICE 2021 Norwich Union 


6, Drumsheugh Gardens Buildings, City Squar 
r fF >! 4 
CARDIF , EDINBURGH MANCHESTER 
0a 


7S Newpor 33 « < - 
GLASGOW roe Ser 

DUBLIN 234 St. Vincent Street NEWCASTLE 

28 Molesworth Str t 16 Saville Row 
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‘ERYTHIN’ 


Brand 


TABLETS 


RATIONAL SYMPTOMATIC TREATMENT OF 
ANGINA PECTORIS and CARDIOSPASM 


Prepared with a chocolate basis, each tablet contains Liq. Glyc. Trinit. B.C.P. 4 min 

Erythrity!. Tetranit. Dil. B.P.C. § gr., Phenobarbiton. B.P. ¢ gr The rapid action 

of Glycery! Trinitrate is supported by the more prolonged effect of Erythrity! 
Tetranitrate, with Phenobarbitone as a sedative 


In bottles of 25, 100, and 500 tablets 


Samples and literature are available on request 


C.J. HEWLETT & SON,LTD. 
Manufacturing Chemists 

35-43, CHARLOTTE ROAD, LONDON, E.C.2 

and at 216, ORR STREET, GLASGOW, S.E 
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Roussel 


5", wy Sodium carboxy sulphamido 
chrysoidine in aqueous glycerol 


for sore throats 


Specific against streptococci - Being a dye, 
it has a great power of penetration; and 
being a sulphonamide, it has an intensive 


local bacteriostatic action. 


Schedule IV Non caustic 


Very low toxicity PACKINGS Non irritant 
Bottles of 30 ce. 


ROUSSEL LABORATORIES LIMITED 


847 Harrow Road, London, N.W.10 LADbroke 3608 
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Fifty Dears Ago 


It i naxin it rice], handed down from generation 


chanye | : 0 1 vef from its novelty than advantag 


lester ‘ ’ rs Henry Thral ) j 


Wirn the December 2 the deliwhtful geon m (rdinar King the 
feature “The Month t n end, to be re hundredth anni } birth ve 
placed by a much or liplomati commemorate nex nth. This paper is livened 
Note by the Wa A relegated to a by those spright! human touches, which 


ubordinate position, 1 longer occupying the associate with his pen A “bel iche ns a 


first page It would be difficult or impossible much an appanage of a child as is a round game 
for any ucce or to r Malcolm Morris to The appetite of the child 1 P he, and to the 


maintain the peculiar i of these note 





that yenial criticism of ! nd matters, which 
ha been cl t i me vear The 
present ( t a mM content with 
humbler comment » rather with the 
screntific and liter le « licine than w 

i ind persor colm Morris wa 
ucceeded a ) | Cecil Bosanquet 
D.M., F.R.( ‘ physician to 
Charing Cro ( | and to the Brompton 
Hospital for Disea rf vest, the Reports 
of which he began an | \ fine classical 
cholar he vrote a ti Nledicr’ (i937) 
Ihe January ‘ a 4 4 the first number 
printed by Eyre ) oode Ltd., who con 
tinued as printers | their London premise 
vere destroyed b om im 1g4 

Among the Note h Wa ire extract 

from an annotation nian Lancet con 
cerning bizarre anima ly in NKorea 


The officinal properti . cases could 


hardly be uc ed tron ind ippear 


ance of the creature 


the virtuc resident u 











Cecil Bo inquet D.M., I 


1941) 


imagined. Thu the 
(octopus) is tranquill 
beast is much the reverse. Pounded pedicul: are 
good especially tor ou ot the calp 
Ihe insect politely reterred to ; Cimex lectu 
lariu apparent! flouris! Korea, as the 
ire nicknamed, on account of their larye VAI ‘ il ? 14595 
Asiatic traw Derr Ihe ire a usetul cor y i ) ! lical chool 
rective of profane and ill-tempered persons rsy 
Mosquitoe curious t lat ire preventive prote mal be } most popula 
of malaria and als« ) a rer, both of to be j ppl Inatomy 
which affections they ; ow h o be more throug! i ‘ The klephant Mar 
efficient in produci I » on ing’ Other Reminisi wind The Other Side 
To the historical ni I lei Lanter An ear! 


find that this number opens w le “Th the surgical treatment 
| 


Mumuery of Gastric Troubles b ase’, alwa described as uncouth term) 
e whose name in: n stor. ‘ d operating on « 


Sir Fre 
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Firty Years Aco—continued urope), of which he was president, and 


Fifty ears ago, quinine salicylate, which 1 built the crematorium at Woking 
today included in the British Pharmaceutical Text-hbook of Pharmacoloey and Thera 
(Codex, was official in the French Codex, and in peutics’, edited by \W Hale White, M.D 
the Mexican, Russian, Spanish, and Swi F.R.C.P., Physician to, and Lecturer 
Pharmacopewias, but not in Britain, and Sir Medicine at ‘Gu Hospital’, is described a 
John W. Moore of Dublin reports some case imposing volume the product of the cor 
in which my personal experience of quinine bined labours of himself and 28 other 
alicylate has proved so satisfactory as to en tributors, among whom are found man 


courage me to bring the preparation under the most noted pharmacologists of the day 


notice of the medical profession’. In an article now the fashion to compile medical treatise 
entitled “The Role of Percussion in the Diagnosi the composite system, we suppose that 

of Earl Pulmonar ‘Tuberculosis’, R. W inevitable that such a work dealing with 
Philp, M.D., F.R.C.P., Physician t the therapeutic aspect of medicine should appear 
Victoria Ho pital for Consumption, contesse ooner or later. The defects of this tem are 
having been ‘much struck, mm conversation vith patent mn the present case the are o evident 
colle peu at the bedside , with the tendency t as almost to appear exagyerated 

make light of refinements of percussion. This 1 Novelties and Notices’ contain a reference to 
due in part to lack of practice in the method milk of magnesia vhich thus celebrate 


and in part to ignorance of the possibilitie jubilee this vear, and ‘Practical Note 
‘There is indeed legitimate cause tor fear lest, hints trom the Medical Record on ‘How to Tal 
with the advance of bactertological and other Castor Oil It the patient grip the nostril 
“laboratory’’ methods of diagnosis, skill in tirmly before pouring out the dose, drink 
educiny and int rpreting physical sign become complacently, and then thoroughly cleanse 
lost’ mouth, lips, larynx, &c., with water, rem« 
The distinguished — urologist Sir Hlenr the least vestige of the onl before removing the 
‘Thompson was a pioneer in advocating crema fingers, he will not get the least taste from the 
tion in this country, and in an interesting con ou, which ts bland and tasteless. It all depend 
tribution, ‘A Briet History of Cremation in upon keeping any air from entering the nose 
knvland’ wives an account of the Cremation during the tume while there 1s any oil present 


Society of Envland (the first society formed in W.R.B 


GLUCOSE THERAPY 


W.. n the patient's reserves of vitaity are low and the 


need is for immediate energy the answer every time ts 
Lucozade, Lucozade is assimilated at once and doe 
not tax the most delicate system. It is delicious to 
taste and even the most ditheult patient will take 

it eaverly when other foods have been refused 
Moreover, it stireulates the appetite and thus 

helps to encourage the patient's confidence in 

himself. There is no better way of taking 

vlucose than in Lucozade the nmproved 


form of glucose therapy. 


Lucozade 4S==: 


the sparkling GLUCOSE Arink 
CSS 
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Vi hoducing 
/) : ne 
PERIHEMIN | 


- LIVER FRACTION 
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|RON-Bi2~ Co FOLIC ACIO- STOMACH 


PERIHEMIN® represents | 


t , siep forward yet made in the 


ol common anaecm yY meal ol i single form of 


on Already acknowledged the haematinic of choice in 


hospitals im America, it ts now introduced to physicians 
lL nited Kingdom as a major therapeutic id of proven merit 
iron-deficient and megaloblastic anaem 


laemopoietic substances 


PERIHEMIN combines the principal known | 


a well-balanced formula An oral preparation, m « ipsule form 


which provides maximum toleration and optimal dosage for the 
patient, it is invaluable in the treatment of nutritional h 


ypochromn 


maemia post-infectious anaemia, the megaloblastic anaemias of 


pregnancy, infancy, pellagra and sprue, postgastrectomy aniac 
YQ ind alleed dyscrasias 


DO For severe m 
times dau art 


capsule 3 time 


in b Wiles of 


LI cou 


LEDERLE LABORATORIES DIVISION 
Oyanamid Products ; Vid 


BUSH HOUSE ALOWYCH LONDON WC TEMPLE BAR 5411 





THE PRACTITIONER 











IT IS SIGNIFICANT THAT 


more 
people are 
smoking 


du MAURIER 


Every day more people — particularly those with sensitive 
palates — are finding how good it is to enjoy this fine cigar- 


ette knowing that nothing but cool, clean tobacco smoke 


can pass the filter tip. Here’s a practical suggestion. Smoke 


du Maurier, and nothing else, for a week, and see how 


well they suit you. 


CORK TIP IN THE RED BOX —PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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MENTAL HOMES, &c. 
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SURGICAL CORSETS 


Ba 


SURGICAL AND MEDICAL 
APPLIANCES 


“FOR EDITORIAL AND BUSINESS NOTICES, SEE PAGE LX XVIII 


i Cesira Mask 


For SURGEONS and NURSES 


BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 
FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experimenrs this mask was designed to 
arrest ali droplets trom he mouth and nose, and so to prevent 
ontaminatie dur 7 »peration The Cestra Mask onsists of 
4 layers of Ff Dent ze It fastens securely nder the chir 
has an air gap at the side 's omfortable to wear for long periods 
and may be easily ste zed Made by: Robinson & Sons, 
bte e from Chemists and Medical Stores Ltd., Wheat Bridge Mills, 
London Office: King's Bourne House, 229/231 High Holborn, LONDON, W.C.1 CHESTERFIELD 
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Capsules 


are now available in TWO FORMS 


STANDARD 
Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 
Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, LTD 


101 Great Russell Street, London, W.C.|! 
Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 














” 


effectiveness 

The association of methyltestosterone and ethinyles- 
tradiol in ‘Mepilin’ enables a reduction to be made in 
the effective dose of cestrogen for the relief of menopausal 
symptoms. Undesirable side-effects such as breast 
turgidity and pelvic congestion are avoided and the 
risk of withdrawal bleeding is reduced. The anabolic 
properties of the combination provide an increased 
feeling of confidence and well-being. 

In ageing people of both sexes Mepilin, through im- 
provement in the general nutritional condition, retards 
both mental and physical decline. 


‘"MEPILIN’ 


ETHINYLESTRADIOL 0.01 METHYLTESTOSTERONE 3 mg. 


Dosage: Menopause — 2 to 6 tablets daily. Pre-menstrual tension and 
dysmenorrhea — 2 tablets daily from 1oth to 22nd day of menstrual cycle. 
Geriatric conditions — 3 to 6 tablets daily. 
Bottle of 25 at 7/5 and 100 at 23/8 to the Medical Profession 
Literature and packings are available on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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